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PREFACE. 


These lectures contain the substance of the course on Fevers^, 
•delivered in the Chicago Homoeopathic Medical College to the 
class of 1882-83. The majority are formulated and enlarged 
from brief notes of extempore lectures, and are thus stripped of 
much of the verbiage incident to the lecture-room. The remain¬ 
der were not delivered in the course, but have been added in 
order to make the work more complete. 

They are published at the request of students and practition¬ 
ers, who have been from time to time under my instruction, and 
who have expressed a desire to have them prepared in a conven¬ 
ient form for reference. They contain information derived by 
careful reading and study, from the different sources referred to 
in the Bibliography, for which I desire to acknowledge my in^ 
debtedness, combined with extensive personal observation and 
experience. 

In every instance 1 have endeavored to render the exposition 
of all the diseases treate'd of, on a level with the science of our ‘ 
day. • • 

1 take special pleasure in expressing my obligation to 
• brother, H. Kippax, C. E., of the Government service, for his 
valuable aid in preparing the drawings for the different temper¬ 
ature charts and other illustrations contained in the work. 

J. B. KIPPAX. 

CJhioago, Septembeb, 1883. 
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LECTURES ON FEVERS. 


LECTURE I 
INTRODUCTORY. 

Gentlemen: —We will begin the present course of lectures on 
the practice of medicine, by considering the nature of that class 
of huraan ailments which have from early times been known as 
The Fevers. Special causes, more or less independent in 
character, and possessing vaguely defined properties, apx)ear 
on the record books oE the past, as operating to produce out¬ 
breaks of these maladies. 

To-day, writers on febrile affections are pleased to term the 
morbific agents which give rise td^the fevers, and to infectious 
and contagious diseases generally, viruses. The organized nat¬ 
ure of these viruses, and the exact relation of bacteria as con¬ 
veyors and originators of contagion, are the problems that are 
now undergoing solution. 

Time, the destroyer of creeds and leveler of unfounded the¬ 
ories, will afford, if not to us, at least to our successors, a demon¬ 
stration of the truth or falsity of the popular purasiiic theory 
of the causes of infectious diseases. 

The medical world has ever been in, a state of unrest as to the 
origin of Fevers. Away back in the ages of antiquity, medical 
sayants found the ordinary theories entirely insufficient to ac¬ 
count for the peculiar phenomena attending outbreaks of these 
diseases. Hence we find them conjuring up a “ comiituUo pes- 
iilens*' or a **genus epidemicus,** to ease their min<is and ex- 
phdn the mystery. Askdogical influences^ electrical displays, 
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•and atmospheric changes, have each and all been looked to in 
their time, but still in vain. 

The early Soman writers nneonsoiously touched the key-note 
when they attributed the origin of malarial fevers to the entrance 
of low organisms into the body. But it was left to Leuwen- 
hoek, the father of microscopy, and the Columbus of the new 
world of microscopic flora, to. outline the bold hypothesis of a 
contagium vivuTUt against which no other valid objection can,, 
after the lapse of two centuries, be raised, than that in a number 
^f infectious and contagious diseases its existence has not as 
yet been absolutely demonstrated. 

Baoteeia (from haJderion, a little rod or staff), the smallest 
and at the same time the simplest and lowest of all living forms, 
were first perceived by Lettwenhoekinl675. They were at that 
time classed under the general head infusoria, and were for years 
considered as animals and placed at the foot of the series. Their 
correct place in the Scale of organisms was given them in 1859 
by M. Davaine, who first demonstrated their vegetable nature, 
and in 1863 made known his discovery of microscopic organisms 
in contagious diseases. 

The positive characteristic that bacteria are not animal be¬ 
ings, is the fact that concentrated acetic acid, which causes all 
animal tissues to become pale, has no action on bacterr^. 

The history of these minute organisms is of more than ordi¬ 
nary interest to medical men, on account of their close relation 
to the formation and diffusion of viruses, and hence to' the pa¬ 
thogeny, sanitation, and hygienic treatment of a great number 
of human ailments. 

A short description of them here, may not be without profit 

Botanists, who have most recently occupied themselves with 
bacteria, define them as “ cells deprived of chlorophyll, of glob¬ 
ular, oblong "or cylindrical fonn, sometimes sinuous and twisted, 
reproducing themselves exclusftely hy ^ansverse division, and 
living in isolated or ceUular families^* and though they possess 
affinities whi^ approach them to the aigcB, yet the absence of 
.•(^orophyllT-^triuob is present in the algss—necessitates their be¬ 
ing classed aiEioBg fungi- 

^^ezist in their separate state in two principal forms: 
whir c^^nontids, and jbodies more or less filiform, 

properlyfed called. . . - 
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M. Cohii} of Bresla^ the eminent naturalist and student of 
inferior organisms^ recognizes six genera of bacteria: 

Fig. 1. 



Mterococcua, ball or egg-shaped bacteria, esp diametere. (Prom Microscop¬ 
ical Joanial.y 

These are the smallest bacteria, and unlike all other forms, 
are not characterized by periods of repose and movement. 

When rapidly multiplying they are frequently found grouped 
in gelatinous masses. 


Fio. 2. 



Sacteriumf short, rod-like bacteria. 650 Diameters. (From Microscopical 

Jonmal.) 


Magnin says, bacteria spores are the point of departure of 
epidemic foci, and their extreme lightness explains how readily 
^hey are disseminated by the wind. 

Fio. 3. 



Boevas, straight, fibre-like bacteria. 650 Diameters, (Fromltflcrosoopical 
- Journal.) 

' r 

The spirilla are the largest of the bacterim and attain the 
l^gth of two-tenths of a millimeter, (p. 310) , 

^ ^he filiform bacteria, and the spirilla, unlite thp microPoo- 
pi, ere never found in gelatinous masses, but may be found in 
aotiye swarms. 


18 LECTURES ON FEVERS. 

As is the case with all living organisms, bacteria possess 
the power of self-propagation. This is done by bi-partition or 
fission. 


Fig. 4. 



Bacillus Malarim^ (after Klcbs and Tommasi-Cradeli.) 


Fig. 5. 



Vibrio, wavy, cu?l-like bacteria. 650 Diameters. (From 
• Microscopical Journal.) 

Spirochseti are long, fiexible, spiral bacteria. 
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A great part of the whitish slime that collects on the teeth is 
composed of vibrios. Vibrios are also found in swarms in chole¬ 
raic discharges. 

When a bacterium has grown to about double its ordinary 
dimensions, constriction takes place at the middle and it is brok¬ 
en in two. Each half following the parent cell reaches matu- 


Fig. 6. 



short, screw-like bacteria. 650 i^iametcra. 
Microscopical Journ:U.) 


(From 


rity in a short time, and similarly divides. So rapidly may this 
division be performed that in one hour the separation may be 
complete. Other things being equal the warmer the atmosphere 
the more rapidly does the division proceed. With a lowering 
temperature it becomes slower and slower and finally ceases at 
the neighborhood of the freezing point. 

The bacterial germs are found to differ widely among them- 
oelves as regards their preparedness for development. And the 
degree of preparedness applied to either a ferment, an infection 
or a contagion, decides whether the hatching period shall be 
long or short. 

Recent experiments concerning the “ death-point” of bacteria 
have demonstrated that these organisms are capable of resisting 
even marked changes of temperature, provided the changes are 
not sudden but gradual. They will endure an elevation of tem¬ 
perature to 130^ Fahr. or even to 170® Fahr.; and gradual freezing 
only benumbs them,—it does not destroy them. 

And further, it may be stated that even desiccation if not too 
prolonged, will not kill them, but will simply arrest their activ¬ 
ity. Their'vitality is not destroyed, for under favorable condi¬ 
tions of moisture and warmth, this will again assert ijself. The 
tenacity of life exhibited by the micrococci in the virus of con¬ 
tagious diseases well exemplifies this fact. 



20 


LEGT0BES ON FEVERS. 


But here, as elsewhere in the study of Biogenesis, it is well 
to bear in mind the difference in resistive power possessed by 
the germ, and by the finished bacterium. For, other things be¬ 
ing equal, the nearer the germ is to its finished sensitive condi¬ 
tion, the more readily will it succumb to atmospheric changes. 

Ozone affects bacteria by arresting their formation, while car¬ 
bonic acid temporarily paralyzes them. Boracic acid kills them 
by depriving them of oxygen; and one-twentieth per cent, of 
carbolic acid will effectually prevent their development. 

Bacteria receive their nutriment and respire by “endos- 
motic absorption.” They require a certain amoimt of water, ox~ 
ygcn, cgrhmi and nitrogen, as nutrient material, and a certain 
average degree of temperature for germination. The water they 
take up from the liquids in which they develop, or from the 
damp surfaces on which they are formed. The oxygen they 
take from the atmosphere; hence it follows that without free 
access of air there can be no life and no development. The car¬ 
bon may be taken from any organic substance containing it, but 
not from carbonic acid. And the nitrogen may be taken in 
the form of either albumen or ammonia. 

Bacterial forms ar6 found everywhere, but develop in masses 
only when decomposition and fermentation or putrefaction are 
present. According to Naegeli, a distinguished German bota¬ 
nist, they are not the chance companions of putrefaction, but are 
the fungi which produce it “Putrefaction,,” says Cohn, “is a 
chemical process excited by Bacteria. Death does not as is fre¬ 
quently supposed, cause putrefaction, but rather it is caused by 
the life of tliese invisible organisms.” 

“ The whole arrangement of nature is based on this, that the 
body in which life has been extinguished succumbs to dissolu¬ 
tion, in order that its material may become again serviceable to 
new life. If the amount of material which can be moulded into 
human beings is limited on earth, the same particles of material 
must ever be converted from dead into living bodies in an eter¬ 
nal circle.” 

A striking parallelism exists between the known phenomena 
of putref^tion or fermentation, and those of infectious and 
contagious diseases. But, at the same time, there is an acknowl- 
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edged difference between the bacteria of contagion and the bac¬ 
teria of putrefaction. The former are distinguished by their dif¬ 
ferent form, size, and habits of life. Oftentimes they battle for 
existence with the putrefaction bacteria and are by them exter¬ 
minated if they are conquered, 

Declat cdludes to this parallelism when he says, “ the role of 
bacteria is not limited to putrefaction. They also invade the 
living organism and bring in their attack the double character of 
infinite smallness in their apparent means and powerful destruc¬ 
tive energy in the results. From this source come diseases of 
which man not long since did not know the cause, and which he 
only commences to refer to their veritable origin. For those 
who are au courant with the first steps which she has made in 
this new line of research, with the fecundity of her first glimpses, 
Avith the richness of her first results, it is not doubtful that she 
will, soon succeed in demonstrating the parasitic nature of the 
gravest epidemic maladies.” 

Our atmosphere contains few, if any, adult bacteria, but al¬ 
ways* more or less permanent spores, which float in groups or 
clouds, and are presumed to have escaped' from sporogenous 
filaments of the bacteria. 

These ultra-microscopic germs or pariicZes,* possessed with a 
power of flotation commensurate with their smallness and light¬ 
ness, are the supposed origin of all bacterial life. 

Miquel found that the average number of microbes in the air 
is feeble in winter, and augments rapidly in the spring. Bain 
always diminishes the number of true microbes. 

Water contains considerable quantities of bacteria, and more 
especially of germinal particles. The water of our rivers and 
lakes is always fecund and may give birth to several species of 
bacteria. The only waters which do not contain them are those 
drawn from the very source of the spring, as our artesian and 
mineral spring waters. * 

The weight of a bacterium has been calculated at 0.000,000,001,- 
57 milligram. This extreme lightness suggests a possible ex¬ 
planation of the occasional appearance of new diseases in the 
world. Prof. Cohn considers it not unreasonable to suppose 

*A particU has been defined as “ a bit of liquid or solid matter, formed b^ 
the aggregation of atoms or molecnles.’’ An 'atom or molecule free, is always 
port of a gas, the particle is never so. 



22 


LECTURES ON FEVERS. 


that small particles of bacterial dust may, while floating in the 
atmosphere, be carried up by ascending currents of air beyond 
the attraction of our planet and wander into space, and though 
chilled by floating for an indefinite time through space, it is 
2 }ossible for these particles to at last reach the atmosphere of 
other worlds and find there conditions favorable to their devel- 
c^ment, multiplication and growth. 

Beversing the order it is not more unreasonable to suppose that 
germs or particles carried beyond the attraction of other worlds 
may, after moving about in space, eventually reach our atmos¬ 
phere, and finding it congenial to their development, multiply 
and fill the earth. 

Passing from this desultory description of bacterial life in 
general, to a more direct consideration of the position it occu¬ 
pies in the causation of infectious and contagious maladies, 
let me say to you that we have as yet little positive knowl¬ 
edge, but trust the future is pregnant with corroborative 
facts. That advanced guard of the medical profession—its suc¬ 
cessful workers and profound thinkers—are busy night and day 
at the chaos, and even now the light begins to dawn. In their 
experiments on septicaemia Coze and Feltz were driven to admit 
that “there is a direct relation between the infectious accidents 
and the foreign organisms (micrococci) which play in the blood 
the role of ferments and reproduce themselves.” Pasteur, the 
accomplished French experimenter, justly claims the honor of 
being the first to suggest the possibility of the parasitic, nature 
of septiccomia. 

Dr. Eklund, of Stockholm, found fiat, oval or rounded sporoid- 
al cells, termed pZcwj scindens in the urine and blood of scarlet 
fever patients. The plax scindens multiplies as do bacteria in 
general, and belongs to the order of schizomycetes or cleft-fungi 
as adopted by Naegeli. These cellular bodies are peculiar to 
scarlet fever, and are not found in any other disease, (p. 405). 

Bacteriform elements have been discovered in the nasal mu- 
cus-of measles during the stage of invasion, and active, slender 
rods have been unmistakably noticed in the blood of patients 
sufiering from this disease. The parasitic nature of diplitherh* 
■46 to-day acknowledged by all. But it is yet a mooted question 
whether a bftcterium or a micrococcus is the agent of oontagiom 
The bacillus anthraois has been definitely outlined as the causes 
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of charbon. The -virulence of variola has been attributed to a 
bacterium, though the majority of testimony corroborates the 
demonstrations of Chauveau and Klebs, which outline it as 
micrococcus. 

Tigri first demonstrated the presence of bacteria in the blond 
of typhoid fever patients, and more recently Klebs and Eberth 
have found a bacillus which they claim to be the specific virus. 
The latter observers found rod-shaped organisms smaller than 
those of anthrax, in the lymphatic glands and vessels in the 
vicinity of typhoid ulcers. 

Coze and Feltz have shown by experimentation that inoculation 
with the blood of typhoid fever produced in rabbits the charac¬ 
teristic pathological condition in the glands of Peyer, 

The micrococci frequently found in the dejecta of typhoid 
fever patients cannot be held as characteristic, as they are fre¬ 
quently seen in the fseces of healthy indmduuls. 

Obermeier in 1868 discovered certain wavy, thread-like bodies, 
called spirilla, in the blood of relapsing fever patients during 
the access of the fever. 

Neisser, of Leipsic, has discovered a very small bacillus in 
the nodes of the skin in leprosy, and has further discovered 
micrococci in the specific virus of gonorrhoea. A form of sciii- 
zomycetea or cleft-fungi has been detected in the pia mater of 
cerebro-spinal fever victims. 

Gerber and Birsch-Hirschfelder have recently found bacterial 
corpuscles covering the valves of the heart in ulcerative endo¬ 
carditis. Von Eecklinghausen and Lukomsky have discovered 
a micro-organism in erysipelas. And Eriedlander, of Berlin, 
the latest investigator as to pneumonia, has found micro-organ- 
i.sms in that disease. The latter describes ellipsoidal micrococci 
about a micro-millimeter in length, and one-third less in breadth, 
arranged in pairs or long chains, as being specially abundant 
during the stage of red hepatizafion. 

Koch, Toussaint and Watson Cheyne, have recently discov¬ 
ered the true micro-organism whicli induces tubercular dis¬ 
eases. They describe the tubercle bacillus as being more slen¬ 
der and pointed than tlie leprosy bacillus, and as having a length 
of from one-third to one-half tlie diameter of a red coiqniscle. 
These bacilli develop most rapidly at a temperatui'e of from 86° 
Fahr. to 106° ffahr., and in this respect differ markedly from the 
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bacilli of splenic fever which develop rapidly at low temperatures. 

Professors Klebs and Tommassi-Crudeli, of Borne, Italy, 
claim to Jiave found the malarial microbe—the true bacillus 
malarias. But the recent experiments of Dr. Sternberg, with 
malaria, in the vicinity of New Orleans, appear to only partially 
support their statements. The former found the bacillus mala¬ 
rias not only in malarial soil, but also in the blood of patients 
suffering from intermittent fever. 

From these results of a few of the experiments made during 
the last decade, you will readily understand why the parasitic 
theory of the origin of infectious and contagious diseases as op¬ 
posed to the physiologio-chemical, is rapidly gaining support. 
The ijhysiologio-chemical theory, which is supported mainly by 
negative argument, maintains that chemical changes take place 
in the system, producing morbid results, after the introduction 
of the infectious elements into the blood, upon the principle of 
catalysis. 

The germ or parasitic theory maintains that the infectious 
and cohtagious poisons are living organisms which, being intro¬ 
duced into the blood, develop and reproduce themselves, and by 
their development and reproduction give rise to morbid changes 
and groups of symptoms, that are characteristic of types of dis¬ 
ease. Owing to the present uncertain state of medical knowl¬ 
edge, and tire absence of positive evidence as to the exact nature 
and habits of these organisms, advocates of the germ theory are 
themselves divided on the unity or multiplicity of pathogenic 
fungi. 

One school, at the head of which stands Naegeli, of Munich, 
holds that the same species of fungi, differing in form through 
various generations, both morphologically and physiologically, 
may cause the different infectious and contagious diseases. 
This belief is based principally on the experiments of Buchner 
and Pasteur, who believed ^liat by repeated propagation the 
virulent bacillus anthracis could be changed into a harmless hay 
bacillus, and reversely that the harmless bacillus foeni could, by 
repeated propagation and culture, be made to possess the viru¬ 
lent properties of the bacillus anthracis. The recent labors of 
Koch and his pupils have, however, thrown great discredit on 
these experiments by demonstrating that Buchner was not suffi¬ 
ciently careful in making them. For, by repeated experiments 
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the former were able to propagate either bacillus indefinitely, 
without in the slightest degree changing its nature. 

The other school, which is rapidly gaining adherents, and has 
suddenly become the popular one of to-day, holds that each in¬ 
fectious or contagious disease has its virus in a well-defined and 
separate germ, capable of reproducing itself under favorable 
conditions, and always causing the some morbid changes, and 
producing invariably the same distinct specific disease. 

Clinical experience bears us out in giving greater credence to 
the theory of this latter school. For as far back os we have any 
authentic records, small-pox has always been small-pox, and has 
ever been described as having the same general symptoms which 
characterize it to-day. So it has been with scarlet fever; and so 
it is with measles and the rest. As surely as the mustard plant 
arises from the mustard seed, as surely as the oat springs iiom 
oat, the peach from the peach, and oaks from little acorns grow, 
so surely does the small-pox virus (or seed) increase and mul¬ 
tiply into small-pox, the scarlet fever virus into scarlet fever, 
and the typhoid virus into typhoid fever. True it may be that 
some symptoms of these maladies may appear more prominent 
in certain epidemics than in others, and that in the course of 
time certain infectious diseases may have become somewhat 
modified; yet it is equally true that the characteristics of these 
diseases have always remained the same, and that one infectious 
or contagious disease has never been known to be transformed 
into anotlier. Could different forms of the same fungus cause 
these varied ailments, it would be a rational expectation that 
changes from one form to another might take place in the body 
of the patient, that a case beginning as measles might end, say 
as scarlet fever, or perchance small-pox, and that an epidemic 
i^ight readily change its nature during any part of its course. 
Suffice it to affirm that from th^ dim twilight of antiquity 
down to the present time no such transition has ever been ob¬ 
served. * 

No more striking evidence in favor of the parasitic theory in 
general, and of the specific nature of the separate pathogenic 
germs in particular can be brought forward, than the possession 
of fixed incubation periods by many infectious and contagious 
diseasea The quantity of the virus introduced cannot be the 
cause of the appearance of measles on from the 9th to the 11th 
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<lay after the infection, or of the appearance of scarlet fever on 
from the 4th to the 7th day, or of small-pox on fi'om the 10th to 
the 13th day. More probable is it that the virus needs this 
time, after introduction into the system, tc^ develop into a mor¬ 
bific agent. And in the further progress of the disease it is also 
probable that a portion of the energy of the virus consists in its 
passage from the germ state or* particle to that of the finished 
organism. 

Cohnheim has observed that anthrax gives no outward mani¬ 
festation of its presence until the spores have developed into 
bacilli, and that in trichiniasis, the fever and the myalgia are not 
noticeable until the intestinal trichinte have developed from 
those eaten with the infected meat, and from these a new gen¬ 
eration has been hatched. According to this view, Tyndall de¬ 
fines a contagious disease as “ a conflict between the person 
smitten by it and a specific organism which multiplies at his ex¬ 
pense, appropriating his air andmoisture, disintegrating his tis¬ 
sues, or poisoning him by decompositions incident to its growth.” 

In this connection and at this time, it will not be necessary to 
give more than a passing notice to the once popular but now 
antiquated theory of spontaneous generation—a theory which, 
though bom with Aristotle and mouldy with age, never has and 
never can admit of experimental proof. Few are the scientists 
who to-day believe in the possibility of physical conditions ever 
operating to evolve living beings from absolutely dead organic 
matter. That life cannot, at least in this age, arise independ¬ 
ently of pre-existing life, has become almost a truism. The 
day of belief in vitiated air, foul drains and fcetid odors as origi¬ 
nators of disease is rapidly passing by. We now look upon 
defective drains and cessjxiols, and a corrupt atmosphere, 
potent distributers of disease only when the special germ o 
epidemic disorder is present. ^ And notwithstanding this, sani¬ 
tary science will demand much, if not more, attention of the 
physician as it has in the past. For though bad air and foul 
drains cannot create disease germs, they possess the power of 
pushing the latter into virulent energy of reproduction, and 
thereby promote the spread of disease, suffering and death. 

‘‘ Consider,” says Tyndall, speaking of the floating dust of 
the air, “consider the woes which these wafted particles, during 
historic and pre-historio ages, have inflicted on mankind; con- 
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sider the slaughter which has hitherto followed that of the bat¬ 
tlefield, when those bacterial destroyers are let loose, often pro¬ 
ducing a mortality far greater than that of battle itself; a Id to 
this the other conception that in times of epidemic disease the 
self-same fioating matter has mingled with it the special germs 
which produce the epidemic, being thus enabled to sow pesti¬ 
lence and death over nations and continents. Consider all this 
and you will come with me to the conclusion that all the havoc 
of war ten times multiplied would be evanescent if compared 
with the ravages due to atmospheric dust. This preventible 
destruction is going on to-day, and it has been permitted to go¬ 
on for ages, without a whisper of information regjirdingits cause 
being vouchsafed to a suffering, sentient world. We have been 
scourged by invisible thongs, attacked from impenetrable am¬ 
buscades, and it is only to-day that the light of science is being 
let in upon the murderous dominion of our foes. From the 
vantage ground already won we look forward with confident hope 
to the triumph of medical art over scones of misery and woe.” 

Classification of Fevers. —Leaving the general causation of 
this group of diseases, we will proceed to thoir classification. 
And though a classification from the parasitic standpoint will 
bo the classification of tho future, the want of a better knowl¬ 
edge of the different kinds of microphytes forbids our formulat¬ 
ing it to-day. So, following the classification heretofore adopted 
in our lectures in this collego, we will for convenience of study, 
divide the fevers into the following classes: Miasmatic or In¬ 
fectious, Miasmatic-Contagious or Contagious-Infectious, and 
Contagious. 

Miasmatic^ Malarial or Infectious Fevers are those fevers 
which are caused by a morbific agent, called a miasm or infec¬ 
tion, developed exterior to the physical organism. A minsm or 
infection is a virus developed diterior to the body, usually in 
connection with decomposing organic matter, and is capable of 
being diffused through air or water. Miasmatic fevers cannot 
be conveyed from a diseased to a sound individual, but may 
recur frequently. 

Miasmatic-Contagions or Contagious-Infectious Fevers^, 
are those fevers which are caused by ff morbific agent developed 
within a diseased organism, but matured and reproduced ex- 
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terior to it in connection with decomposing organic matter. 
Miasmatic-Contagious fevers cannot be conveyed directly from 
the sick to the healthy, but only by the excretions, and by these 
but feebly, until the specific germs have become matured and 
luxuriant from contact with decomposing animal and vegetable 
matter outside the diseased organism. 

Contagious Fevers are those fevers which are caused by a 
morbific agent developed, matured and reproduced, entirely 
within a diseased'physical organism. 

A contagion is a virus which has its origin only in a living 
being, and is capable of being carried from one individual to 
another. Contagious feyers can be conveyed either through 
the atmosphere, or directly from the sick to the healthy; and 
they attack the organism usually but once. 

Following this classification we will arrange the fevers as fol- 


FIRST CLASS.— 

L—Intermittent Fever. ] V.—Typlio-Malarial Fever. 

II.—Eemittent Fever. V.—Dengue Fever. 

III. —Pernicious Fever, VI.—Hay Fever. 

^ SECOND CLASS.— {M’mmatic-Coniagious,) 

I.—Typhoid Fever. III.—Cerebro-spinal Fever. 

II.—Yellow Fever. IV.—Influenza. 

THIRD CLASS.—(Con/a^wwa.) 

I.—Typhus Fever. V.—Miliarj’- Fever. 

II.—Ilelapsiug Fever. VL—Measles. 

HI.—Small-pox and Varioloid. VII.—German Measles. 

IV. —Varicella. VIlI.—Scarlet Fever. 

All these different form^ of febrile affections may be either 
epidemic or endemic, but they are’'seldom, if ever, sporadic. 
They axe said to be epidemic, when they attack numerous indi¬ 
viduals at the’! same time {and in the same way; endemic, when 
they appear continuously in the same district, and sporadic when 
they attack individuals without regard to time and place. 



LECTUEE 11. 

Simple Continued Fever. 

& 

I shall this morning, before taking iip the history of miasmatic^ 
diseases, direct your attention to a fever which does not admit 
of a place in our classification, and yet is frequently met with in 
practice. I allude to Simple Continued Fever. 

Definition. —This may be defined to be a non-specific contin¬ 
ued fever, which runs its course in a few days, and terminatea 
in rapid convalescence, presenting no characteristic lesion. 

Synonyms, —It has been variously known and described as 
ephemeral fever, inflammatory fever, sun fever, and heat fever. 
Formerly the name simple continued fever was used as a cloak 
to cover the transient and unmasked, the uncertain and the abor¬ 
tive cases of fever, that might occur during any epidemic. But- 
to-day it is narrowed down, so as to include only those cases of 
continued fever, of whatever length, that are of non-specific ori¬ 
gin, and are non-symptomktic. 

Etiology. —The causes of this tever are numeroua Among 
them we may mention exposure to extremes of heat and cold, 
ofer-feeding, emotional excitement, and excessive mental, or 
physical fatigue. It occurs more frequently during the sum¬ 
mer season, and prevails more among children than adults. 

Clinical History. —Simple continued fever presents no pre¬ 
monitory symptoms. The onset is abrupt. The fever asserts 
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its presence by feelings of lassitude and chilliness, followed 
a sudden rise in temperature. The skin becomes hot, the pulse 
rapid, and the thirst excessive. More or less headache ai^ 
pain in the limbs are present from the beginning of the attack. 
The bowels are generally constipated, and the urine is dimin¬ 
ished in quantity, high-colored, and of high specific gravity. 
The tongue is covered with a white coating, and the appetite is 
either lessened or lost. Vomiting is rarely present unless the 
attack is brought on by over-feeding. 

The temperature rise is soon at its lieight, and may reach 
103° Fahr., or even 105° Fahr., in a few hours. Usually the 
fever is of short duration, and convalescence is almost always 
correspondingly rapid. 

The temperature fall may be either sudden or gradual. The 
fever may terminate in twenty-four hours with a copious perspi¬ 
ration, by a critical discharge from the bowels, or by a large de¬ 
posit of urates in the urine. Or it may take from two to ten 
days to run its course, and end by gradual defervescence. 

Simple continued fever presents no cliaracteristic eruption, 
though herpes may be said to occasionally attend it. It is main¬ 
ly characterized by the sudden onset of the fever, and the rapid¬ 
ity with which the maximum temperature is reached. 

Wilson, following Murchison, describes four different varieties 
of this form of fever; 

1. Tlie ephemeral variety, which is ushered in suddenly 
with chills, or alternate chills and flushes, followed by high 
fever, intense headache, and a quick, full pulse. The skin is hot 
and the urine scanty and high-colored. The tongue is coated 
white, and there are anorexia and constipation. Great pain in 
the limbs, as from a bruise, is a frequent symptom. An attack 
reaches its acme at night, and usually lasts from twelve to thirty- 
six hours. 

2. The synochal variety, ^ sometimes called and described 
as inflammatory fever. In this form the fever runs high, and 
the pulse is full and bounding. The skin is intensely hot, the 
headache severe, and occasionally accompanied with delirium. 
This variety runs a longer course than does the ephemeral, and 
is apt iio terminate abruptly with copious perspiration. 

3. The ardent continued fever of the tropics, which oo- 
•eoiB mostly dmring hot, dry weather, among non-acolimated, 
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plethoric, young individuals. An attack is generally ushered 
in^ith a chill, or nausea and vomiting, followed by a high fever, 
quick full pulse, hot skin, intense headache, and great restless¬ 
ness. Active delirium is apt to appear about the fourth or fifth 
day, and may be followed by unconsciousness or at times coma. 
Convalescence, marked by a copious perspiration and an in¬ 
creased flow of urine, may set in between the sixth and ninth 
days, or death may take place from a continuance of the coma, 
or from sudden collapse following the subsidence of the fever. 

4. Asthenic simple fever. This form tends to follow excess¬ 
ive bodily or mental fatigue, and lasts from two to three 
weeks. The fever is less marked, and tlie temperature rise less 
sudden than in tlie other varieties. The pulse is generally quick 
but feeble, ^ho tongue is apt to be somewhat coated, and the 
bowels constipated. At night the sleep is more or less dis¬ 
turbed, and is frequently followed by a slight headache during 
the waking hours. And although the strength of the patient 
gradually fails as the fever runs its course, asthenic simple 
fever seldom, if ever, terminates fatally. 

The Duration.—The ephemeral variety, which occurs most¬ 
ly in children, often runs its course in a few hours. Mild forms 
of simple continued fever have in temperate climates an average 
duration of from three to six days. And the asthenic variety, 
which is characterized by less active fever, may continue two or 
three weeks. 

ANALYSIS OF CHART. 

The Temperature. —A sudden rise of temperature to 103® 
Fahr., or 105® Fahr,, is, as has been suggested, the characteris¬ 
tic symptom of simple continued fever. In mild cases the fall 
during convalescence, though sudden, is never so rapid as is the 
rise, during the onset of the fever. Severe cases, or those of 
longer duration, are marked by a more gradual defervescence. 

The Pulse. —The pulse is quick,* full, and bounding, in all 
varieties except the asthenic, in which it is quick and feeble. 

The Nervous System.— Chills and rigors, followed by head¬ 
ache, usually usher in the initial stage. . The headache is acute, 
and may be followed by delirium. In the ardent variely the 
delirium may lead to stupor, coma and death. 

The Alimentary Tract. —The appetite is generally lost, and 
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CHART I .—Simple Continued Fever. 


Forms: 

Ephemeral, 

Inflammatory, 

Ardent, 

Asthenic. 

Duration: 

2 days, 

3to5or lOdays, 

7 to 10 days, 

14 to 21 days. 

Causes: 

Exposure, fatigue and over-feeding. 

Initial 

Symptoms: 

Chills and rigors, 

Chill, or nausea 
and vomiting,. 

Lassitude and 
anorexia. 

Tempera¬ 

ture: 

Sudden rise to 103° Fahr. or 105° Fahr, 

99° to 102°. 

Pulse: 

Quick and full, 

Full and 
bounding, 

Frequent and 
full. 

Frequent and 
feeble. 

Head: 

Intense 

headache, 

• Sharp 
headache, 

Intense headnehe. 

delirium, comn. 

Sliglit 

headache. 

Tongue: 

White coating, 

Slightly 

furred. 

Stomach: 

Thirst and loss of appetite, 

Xausea and 
vomiting, 

Anorexia. 

Intestinal 

Canal: 

Constipation. 

ft 

Urine: 

Scanty, high colored, copious deposit of urates 
during convalescence. 

Extremities 

Pains as from a bruise. 

Skin: 

Intensely hot, copious perspiration during convalescence. 

« 

Prognosis: 

Favorable, 

Guarded, 

Favorable. 
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thirst is quite marked. Vomiting is rarely present The bow¬ 
els are usually constipated. 


Fio. 7. 



Temperature in Simple Continued Fever (Wunderlich.) 

The Urine. —The urine is characteristically “febrile” and is 
diminished in quantity. It contains a large quantity of urea, 
and is of high specific gravity, varying during the fever from 
1030 to 1035. During defervescence the quantity of urine rap¬ 
idly increases, and a copious deposit of urates takes place. 

The Cutaneous Surface. —The skin is hot and dry, and’occa¬ 
sionally erythematous. Herpes is sometimes present upon the 
lips and nose. 

Diagnosis. —The diagnosis, though at times obscure, may as 
a rule be outlined with a certain degree of accuracy. When 
differentiating it from other fevers it is well to remember that, 
simple continued fever may occur sporadically, at times when 
no epidemic is prevailing. The majority of the fevers are either 
epidemic or endemic. Simple continued fever is oftener caused 
by over-exertion, over-feeding, or over-heating. It begins ab- 
^ptly» ^d is marked by a rapid temperature rise. This, along 
with the absence of an eruption, and of abdominal sjonptoms, 
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should be sumcient to differentiate it from t 3 rphoid fever. And 
the freedom from jaundice, from pains in the joints, and from 
enlargement of the liver and spleen, as well as the absence of 
spirilla in the blood, ought to differentiate it from relapsing or 
spirillum fever. 

Fig: 8. 
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Temiicitttare in bimpJe Continued Fever; more gradual Ueleitcscence 

(Wunderlich.) 

Prognosis. —In temperate climates the prognosis is generally 
favor&ble, as the disease tends to recovery. In tropical regions, 
however, the prognosis is more grave, and death is not an un¬ 
common occurrence. 

Treatment.— The diet should be light and non-stimulating for 
the milder forms, except in'thela^teir stage of the asthenic, when 
a supporting diet is necessary. Milk, blanc-mange, and light 
broths prove all-sufficient. In long lasting cases, koumyss, wine- 
whey, and egg-nog may be added. Water should form the prin¬ 
cipal beverage. When fever is high, broken ice on the tongue 
is very grateful. Cold water sponging odds greatly to the comfort 
of the patient, and in severe cases the pack may be resorted to 
with benefit 
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Aeonito*—^The tlierapeatics of simple continued fever may be 
expressed in few words. In the ephemeral variety we need no 
other remedy than aconite. And ih the ardent variety, accord¬ 
ing to our East India confreres, it is a most potent aid. It is 
specially indicated when the pulse is very quick, hard and 
sharp. 

Camphor may be useful during the first hours of the fever, 
especially when the attack is caused by exposure to sudden 
changes of temperature. 

Gelsemium is indicated when taking cold is the cause, and 
there is great nervous restlessness, with a quick, large, soft pulse. 

Veratruin vlr. is adapted to all forms, with the exception of 
the asthenic. It is particularly beneficial when there is a hard, 
full, quick, bounding, incompressible pulse, with headache, dim¬ 
ness of vision, nausea, and extreme restlessness. 

Bryonia is called for when the shooting pains in the limbs 
prove distressing to the patient, and especially when accompa¬ 
nied by a heavy, stupefying headache, aggravated by motion. 
The bryonia fever is mostly caused by cold or error in diet, or 
comes on during hot summer weather. It seldom runs as high 
as does the aconite or veratrum fever. The tongue may be 
coated yellow or thinly covered with mucus, and the taste is flat 
and pasty. 

Arsenicum alb. will be of use in prolonged cases, and when 
there is great prostration. 

Belladonna may be occasionally indicated for the cerebral 
symptoms. 

For further therapeutic indications I will refer you to the 
treatment of intermittent and typho-malarial fevers. 


Malarial Fevers. 

With this digression we will proceed to the consideration 
of the malarial or miasmatic fevers -—first ^in order of 
classification. The many varieties of this class of fevers have 
a common origin in a morbific agent, which has, by gen- 
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era! consent, received the name of miasm. They present many 
symptoms and conditions which serve to outline the class, 
and yet are attended by phenomena so widely different in char¬ 
acter as to necessitate their being regarded as distinct diseases. 
The severity and type of fever are determined, other things be¬ 
ing equal, by the amount of miasm operating at any given time, 
and the presence or absence of conditions favoring its develop¬ 
ment. The more intense and concentrated the malarial poison, 
and the more prolonged the exposure to its influence, the more 
rapid will be the development, and the greater the extent of the 
morbid processes. Arranged in a progressive scale, marked by 
the quantity and intensity of the miasm, we may begin with the 
quartan intermittent, and ascend to the tertian; go still higher 
to the double tertian and the remittent, and at last reach the per¬ 
nicious. The more severe types are apt to be encountered in the 
tropics, and the lighter prevail the farther we recede from the 
equator. 

Malarial diseases are usually endemic in character. At times 
they are epidemic, and when so prevalent, appear to stand in some 
hitherto inexplicable relation to epidemics of other diseases. 
According to Hertz the first recorded malarial epidemic pre¬ 
vailed in 1558, and spread over the whole of Europe. It was 
preceded by the influenza epidemic of 1567, and followed by the 
plague from 1559 to 1563. The second malarial pandemic occur¬ 
red in 1678 and 1679, and was followed by the plague, which 
lasted for three years. The third epidemic appeared during the 
four years following 1718, and was succeeded by a general out¬ 
break of typhoid fever. The fourth prevailed from 1807 to 1812. 
It was preceded by influenza and followed by typhoid fever. 
And the epidemics of 1824 and 1845 were each the forerunner of 
a typhoid epidemic. 

Influenza and malarial diseases seldom prevail simultaneously. 
The same may be said, thoqgh* in a less general sense, of typhoid 
fever and malaria. On the other hand, epid^ics and endemics 
of remittent and typhus are frequently met with at the same 
time. Cholera and malaria often flourish side by side, while 
intermittent fever and dysentery are well-known associates. 
Miliary tuberculosis too, frequently exists alongside of inter- 
^mittqnt fever in malarial districts. The presence of malaria is 
now generally believed to favor and predispose to phthisical de- 
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Telopment. And it is a ollnioal fact that in extensive endemics 
of intermittent fever, other diseases are apt to present the typ* 
ical features, exacerbation and remission. 

Geographical Limits. —Malaria jtnay prevail an 3 rwhere be¬ 
tween 63 ® north latitude and 57 ^ south latitude, but is more in¬ 
tense the nearer the approach to the equator. It is seldom gen¬ 
erated above an elevation of 1,000 feet above sea level. To this 
rule, however, there are exceptions. For. malaria has been found 
in Peru, at an altitude of 10,000 feet, and in the plateaus of the 
Pyrenees at 5,000 feet, as well as in lesser elevations. Italy is 
undoubtedly the most malarious of all European countries. The 
Pontine marshes are proverbial as being vast hotbeds of malaria. 
In Africa the most virulent forms of malarial diseases appear on 
the western coast and along the banks of the Niger and Senegal 
rivers. The delta of tlie Ganges is the most malarious region 
in all Asia. And on this continent the Gulf states, the western 
coast of Peru, and the interior of Brazil furnish the most malig¬ 
nant forms of malarial diseases. 

Marshes are especially favorable to the development of mala¬ 
ria, and yet all marshes are not malaria producing. Such as 
have a clay or limestone bottom develop the poison more read¬ 
ily than those possessing a sandy substratum. Dried up mai'she's 
develop it more rapidly than the submerged. Heavy rains 
cover up the marshes, and, although they favor a luxurious veg¬ 
etation, protect them from the influence of the sun*s rays. After 
the rains have ceased and the marshes begin to dry up, the heat 
of the sun causes vegetable decomposition to take place, and im¬ 
mediately all the conditions favorable to -the development of 
malaria are presented. Hence malarial diseases prevail more 
extensively during hot weather following heavy rains, than at 
any other time. Some marshes are always fecund with malaria. 

Witness the Pontine marshes which have been malarial for over 

• 

2,000 years. On the other hand there are extensive swampy 
regions in hot climates that are entirely free from malarial 
fevers. Among these may be mentioned the warm swamp re¬ 
gions of the Australian coast, and the shores of the lake of Tes- 
cudo, in Mexico. Low lands that are exposed to annual over¬ 
flow, such as are found along the southern shores of the Missis¬ 
sippi, are as fruitful of malaria as the swampy regions. Salt 
water marshes axe as a rule free from malaria. But a mixture 
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of salt and fresh water, as on the New Jersey flats, is specially 
favorable to its development. Malarial soils, though oftenest 
found in swampy regions, are frequently discovered in localities 
which are not, and never have been, swampy* In new and unset¬ 
tled districts the upheaval of the alluvial soils favors the devel¬ 
opment of malaria. 

Edwards rationally explains this by saying that “all land— 
all soil that has never been before worked,—is particularly rich 
in organic matter. The leaves from the trees have for centuries 
been dying, decomposing and yielding their organic constituents 
to this earth. The birds and wild animals which, from the be- 
ginning of time, have roamed over this virgin land, have depos¬ 
ited their organic excrement upon it. The winds have wafted 
organic material from far off cities to it; while countless myriads 
of animals have died and decomposed on this land, yielding up 
their component parts to it.* The rains and snows of centuries 
have washed all this organic material into the earth, until this 
land fairly teems with organic wealth. Like the untrodden prai¬ 
ries of our western country it is black with organic richness. 
Some little of this material is utilized in giving nourishmentto the 
grass and trees which grow on this soil. Still, but a very small 
proportion of this organic matter is thus tjonsumed, and what 
little is used is returned a hundred-fold in the manner indicated 
above, until the sub-soil of this region is fairly reeking with or¬ 
ganic elements not exposed to the sun, while that very near the 
surface is consumed by the grass and trees. This soil contains 
moisture. Man and civilization come along; the plough turns 
up this land; this enormous accumulation of organic matter is 
exposed to the sun. 

“ "What have we? Organic matter, heat and moisture.” The 
three conditions which we will soon find are the most favorable 
to the developments of malaria. At this date malarial dise^'ses 
are spreading eastward and nerthward in the New England states. 
Just why this should be ‘so we axe unaWe to say. The state 
authorities are busily engaged trying to solve the problem. 

The Nature of Miasm. —Up to the present time but little 
is known of the exact nature of malarial poison. Many theories 
have been advanced concerning it, since the dawning of the^ 
present century. Some of the older observers believed that it 
Tfvae the result of the decomposition of vegetable organisms, nnd 
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existed in a gaseous form. Others attributed it to subterranonn 
exhalations. A few declared it to be a specific poison having 
no tangible chemical or microscopical constituents. Some be¬ 
lieved it to be of a vegetable native, wliile others contended with 
Armand, that the thermo and eloctro-hygrometiic phenomena 
of the atmosphere constituted the remote causes of fever. These 
conjectures all remain unproven, and we are as yet in doubt 
concerning the nature and working of the malarial poison. 

The theory that is now attracting the most attention, and 
which thus far appears the most rational, is that which attrib¬ 
utes all malarial diseases to the presence and germination of a 
special fungus, the bacillus malarim (Fig. 4), in the blood. The 
recent experiments of Klebs and Tommassi-Crudeli of Eome, 
following those of Scoda, Balestra, Salisbury, and Hannon, have 
done much to turn the tide of professional oj)mion in ffrvor of 
the parasitic theory. The former Experimenters claim to have 
discovered to a certainty the presence of the bacillus. malariie 
in the soil and atmosphere of malarial districts, and also iu the 
blood of malarial fever patients. The “Medical Times and 
Ciazette” in publishing an abstract of tlieir report says: Tliey 
first succeeded in producing the symptoms of malarial poisoning 
ill animals by injection of watery extracts from the marshy soil. 
They then proceeded, by the process called “fractional cultiva¬ 
tion,” to isolate the active material, that is the true generator 
of the disease, supposed to be a living organism. Lastly they 
isolated the organisms by filtration, and comparing the results 
obtained in injections of the filtrate with those produced by the 
residue containing the organisms, they proved that the poison of 
malaria resides in these. The fungi obtained appeared as small 
rods of 0.002 to 0.007 millimeter in length, growing into long 
twisted threads. The fungus is markedly aerobiotic. If air is 
excluded, it dies out. Th,e injection of these fungi, true bacilli 
inalarire, into the healthy animalb always gives rise to symptoms 
of intermittent fever, with enlargement of the spleen, etc. Later, 
Cuboni and Marchiafava at Kome, have been able to demonstrate 
spores and bacilli in the spleen, the marrow, and blood of three 
persons who died of pernicious fever, showing the same charac¬ 
ters as those observed by Klebs and Crudeli. Hr. Sternberg’s 
experiments with swamp mud taken from the suburbs of 
Orleans fully corroborate those of the Italian physicians. 
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Important observations have still more recently been made by 
Laveran and Richard in France. The former noticed a peculiar, 
though diflferentty formed, organism possessing' very remarkable 
characters, invariably present in the blood of malarial fever 
patients; while the latter found the special habitat of the 
parasite to be the red corpuscles of the blood. Richard’s obser¬ 
vations on the life history of the organism are thus reported: 
" During the attack of fever many blood globules are seen 
which possess a small, perfectly round spot, but they have other¬ 
wise the normid appearance and possess the normal elasticity. 
In other corpuscles the evolution of the parasite is further 
advanced; the clear spot is enlarged and is encircled by small 
black granules, while around it the hmmoglobiii, recognizable by 
its greenish-yellow tint, forms a ring which becomes narrower as 
the ])arasite increases in size. Ultimately this substance of the 
corpuscle is reduced to. a narrow, decolorized zone, from which 
the ha3moglobiii has disappeared. The appearance is then that 
of a circular element, having nearly the dimensions of a red 
blood globule, and containing an elegant ‘ collarette ’ of black 
granulations, which is in effect the organism arrived at maturity. 
The parasite then pierces the membrane which contains it, and 
escapes into tlie blood plasma. In the ultimate condition of 
many of the infected corpuscles the pigmentary collarette is 
absent, and there is merely a greyish mass, containing a feAv 
black granulations, which have been noted by Kelsch, and some 
other observers. These pigment-granules become free, and 
rapidly broken up by the leucocytes, which become impregnated 
with them. Hence the melanotic leucocyte, which has often been 
observed in malaria is, so to speak, only an epi-phenomenon of 
the polustral process, the primordial and essential change being 
that in the red corpuscles.” But it is impossible here to enter 
into a more lengthy consideration of the facts and arguments b}" 
which this parasitic view has been supported. Suffice it to say 
that from the evidence alrfeady at our command the bacteria 
theory may be qpnsidered as placed on something like a sub¬ 
stantial basis. 

The Laws of Malaria. —In all malarial localities, three imi>Dr- 
' taut factors are invariably necessary for the multiplication of 
the parasite, *and development of the morbific agent: 

1. A certain amount of vegetable matter. 
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2. A certain amount, of moisture. 

3. A certain average degree of temperature. 

The vegetable matter and the moisture must be found either 
on the surface, or in the substance of the soil And the average 
temperatoe for the twenty-four hours must not fall below 58° 
Fahr. A prolific germination, and consequent rapid increase 
of malaria, will not take place unle^ the average daily temperar 
ture ranges as high as 68° Fahr. 

Malaria may find entrance into the human organism in either 
of two ways: 

1. By the respired air. 

2. By the intestinal tract, with food or water. 

Once introduced into the body, it has the power to reproduce 
itself. The length of time that elapses between the introduction 
of the morbific agent and the outbreak of the malarial attack 
varies from six to twenty days. This ■ period is called the stage 
of incubation, and has an average length of fourteen days. 

No race or nationality enjoys immunity from malaria. But 
according to statistics, the blacks are less susceptible than the 
whites. All periods of life from infancy to old age are liable 
to its attacks. In children under five years it commonly as¬ 
sumes the form of intermittent bowel troubles. In youth, inter¬ 
mittent and remittent fevers are the most prevalent- In adult 
life, malaria may appear in all its forms. And in old age, the 
attacks though less common, are apt to take on the pernicious 
type. Women are more susceptible than men. The masked 
forms of intermittents occur more among the former, while the 
severer forms of malarial diseases are oftener met with among the 
latter. Women are oftenest attacked at the time of menstrua¬ 
tion, but are said to enjoy immunity during the last months of 
pregnancy. Idiosyncrasies of constitution render some less lia¬ 
ble than others to its influence. The weak and the anaemic are 
easy victims; and an organism once, invaded is thereby ren¬ 
dered more liable to subsequent attacks It is very doubtful 
whether an organism which has once been thorcraghly charged 
with malaria, can ever become entirely free from its influence. 
A certain degree of tolerance of malaria—called by some ac¬ 
climation—may come from long residence in a malarial district. 
This tolerance must not however he construed an exemption 
from its influence. And although it is the new comers to a ma- 
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larial district who suffer the most from the acute manifestations^ 
yet the older residents are apt to enjoy less robust health in 
consequence of some chronic malarial affection. Should one of 
the latter, old and apparently acclimated settlers, be taken sick 
with any active form of disease—pneumonia for example—he 
would be almost sure to succumb, owing to the surcharge of the 
system with malarial poison, when under other circumstances he 
would in all probability have recovered. 

Malaria is peculiarly endemic, and seldom wanders far from 
its native soil. It may however be carried down rivers from 
malaria-generating to non-generating regions; and it may also 
be carried by the wind from malaria producing to non-malarial 
districts. From four to five miles is the greatest distance it 
has been known to be transmitted by the wind. It may be 
carried by the latter up along the sides of mountains to an eleva¬ 
tion of from 500 to 1,000 feet 

Conditions Favorable to the Development of Malaria.— 
The three conditions necessary to the development of miasm 
are: 

1. A luxurious vegetation, with partial decomposition. 

2. A temperature above 58° Fahr! The higher the temper¬ 
ature, the more viinlent the miasm. 

3. Moisture and atmosplieric air. 

As aiding or supplying these conditions, we will mention the 
following: 

1. Marshes, swamp lands and damp bottom lands. These are 
especially active after heavy rains, when they are drying up, or 
are simply covered with a thin sheet of water. 

2. A mixture of salt and fresh water marshes furnishes the 
most favorable conditions for the development of medaria. 

3. Eailroad excavations, and the cultivation of new lands, 

favor the generation of miasm by bringing decomposed vege¬ 
table matters to the surface,*and by exposing the new soil to the 
heat of the sun and moislure. ^ 

The excavations necessary for the laying of the cable track of 
the south side street railway, and for the putting down of sew¬ 
ers in this city, are at the t>^esent time causing the generation of 
malaria, , as evidenbed by the increase of malarial diseases along^ 
the lines dt excavation. 

4. Hertz speaks of the favorable conditions for the develop- 
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ment of malaria presented by an elevated and apparently dry 
region, with a stratum of loose surface soil and a deeper 
floor of clay or some other impermeable soil beneath, where a 
large amount of surface water loaded with vegetable ingredients 
percolates through the loose upper earth and is retained in the 
lower stratum. The intense heat of the sun often oauses cracks 
and deep rifts in the earthy and by exposing the vegetable mat¬ 
ters to decomposition favors the germination of the miasm. 

6. The wind exerts considerable influence in developing as 
well as in conveying malaria This may depend somewhat upon 
various thermo-atmospheric conditions. 

6. All weakening influences such as increased moisture of the 
atmosphere, exposure to excessive solar heat, sudden cooling of 
the cutaneous surface, and inordinate eating or drinking, favor 
the action of malaria. These, each and all, act by disturbing 
the equilibrium of the body, and thus diminishing the power of 
resistance. 

Conditions Inimical to the Production of Malaria.— Pass¬ 
ing from this enumeration of the favorable conditions, we will 
now briefly consider the unfavorable ones: 

1. We may mention the extremes of latitude. Malaria is sel¬ 
dom generated north of 63^ north latitude, or south of 57° south 
latitude. The farther we recede from the equator, within these 
limits, the more feeble becomes the malarial poison. 

2. Malaria is seldom generated beyond 1,000 feet above the 
level of the sea. 

3. Thorough ditching and draining, with steady cultivation of 
the soil, prevents any prolonged generation of malaria in the 
majority of marshes. 

4. An average temperature below 60° Pahr., is always unfa¬ 
vorable to the generation of the malarial poison. This is a gen¬ 
eral rule, and holds good everywhere. 

5. The daytime is less favorable for the development and ger¬ 
mination of the miasm tlian is tlie night 

6. Strong winds diminish the virulence of th^poison. On the* 
other hand a hot and dry atmosphere with little or no wind,, 
especially after heavy rains, increases it 

7. Certain plants are found to lessen the quantity of malaria. 
The common sunflower (Helianthus Annuus), possesses consid¬ 
erable absorbing power, and has been used with great success in 
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the Eastern states. The Calamns (acorns calamus aromaticus) 
has been nsed, and is recommended by Sebastian. And the 
Eucalyptus has been planted with some success throughout the 
marshes of Italy. 

8. At times, all the conditions exist that are necessary to gener¬ 
ate miasm, and yet no poison can be found. This peculiar 
phenomenon is believed to be caused by the presence of ozone, 
which is largely developed in some marshes, and exerts, as you 
know, a paralyzing influence over bacterial life. Examples of 
this may be found among the islands of the Pacific, and in the 
swamp lands of Australia. 

Climatic Influences in the Genesis of Malaria.— The sea¬ 
sons of the year have considerable influence over the develop¬ 
ment of malaria. In tropical regions malarial fevers almost 
always arise during the summer- They begin about the latter 
part of June or the first of August, and they reach their acme 
sometime between July and October. In colder climates they 
appear in the spring, decline in the summer, and re-appear in 
a more serious form in the fall. In temperate climates the win¬ 
ters are usually free from malarial diseases. In the tropics the 
more damp the year the more severe the fevers. A wet spring 
and a hot summer followed by a hot autumn, as well as a wet 
spring and hot summer followed by a wet autumn, give a decided 
impetus to the development of malaria. During the summer 
there is a tendency to implication of the nervous system and di¬ 
gestive apparatus, while during the winter the disposition is to 
catarrhal and inflammatory affection's of the respiratoiy organs. 
The quotidian type of intermittents occurs oftenest during the 
warm summer months. The tertian appears mostly in autumn 
and early spring. Bemittents tend to follow the quotidians, 
and quartans are apt to follow tertians in the autumn. 

Critical Days. —Favorable cases of fever show a decided tend¬ 
ency to terminate upon what are called critical days. The crit¬ 
ical days are the 3d, 6th, 7th, 9tli, 11th, 14th, 17th, 2lBt, 27th 
and Slst. The non-oritical are the intermediate days; but the 
4th and 6th are considered secondarily critical. A seven days* 
case of fever usually terminates on the 3d, 6th or 9th day, and 
a fourteen days’ case on the 3d, 6th, 7th or 9th. Cases that pass 
7th day are e^t to go on to the 11th. The fourth day of the 
:week is always the indicative day. Hippocrates says that sweats 
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occurring on critical days are salutary, and denote a favorable 
turn in the disease, while those which occur on the other days 
denote exhaustion, obstinacy and relapse of the disease. My 
friend Dr. Kaue, following Grauvogl, thus explains the doctrine 
of critical days: 

According to physiological experiments it appears that a liv¬ 
ing organism, when it is subjected to a starving process, does 
not lose its bodily substance evenly, but rather periodically, so 
that its greatest losses always fall upon the hftli, eighth and 
thirteenth days. Thus the operations in a living organism differ 
essentially from mere mechanical or chemical operations. If you, 
for example, expose a vessel with water to an equally dry atmos¬ 
phere, it will lose its contents by evapoi’ation evenly, just so 
much an hour. The living organism does not. It regulates its 
expenditures or its losses according to its own laws, which allow 
its receipts and expenditures to oscillate between a certain bound¬ 
ary, £ind make its operations to go on in regular periods. 

These periodical fluctuations are therefore the law of normal 
life, part and portion of all its evolutions in health and disease, 
and are not peculiar to states of disease. When, therefore, in 
diseases on the third, fifth, seventh, thirteenth, twenty-first and 
thirty-fifth day, a greater amount of losses sets in, in the form 
of excretions, such as sweat, flow of urine, diarrhea, etc., which 
is called the crisis, it is nothing more or less than the same peri¬ 
odic oscillation which is going on continually in the living organ¬ 
ism, and which becomes more conspicuous only in disease, be¬ 
cause it is frequently followed by a decided improvement or 
death. It necessarily must become more conspicuous, because 
this periodical loss is added to the extra consumption, which is 
a condition of the acute disease. If the physical state of the pa¬ 
tient be such as to endure both, he, of course, must feel better 
the next day, when the periodical acme ceases; and he dies, if 
his physical power cannot endure tbe united action of both. 
Thus the critical days of the disease are nothing more nor 
less than the normal, periodical fluctuations of the living organ¬ 
ism, with which they correspond; and the crisis is that critical 
day with its normally increased excretions, which falls together 
with the height of the disease. 

These observations are corroborated by the following facts: 
that the so-called crisis does not appear, when during the course 
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of a disease the organism is weakened by improper medication, 
beoanse then ihe natural periodic fluctuation is disturbed and 
destroyed; andit does not appear when, by the application of the 
proper remedy, health is restored; because the i)eriodic fluctua¬ 
tion alone is not conspicuous enough to be observed. It is, how¬ 
ever, never wanting when the disease runs an undisturbed 
course; and in so far it is an impcn^tant means to distinguish 
between a successful and an unsuccessful treatment 

Kaue further saysjihat:^ 

1. The right remedy cures a disease without a crisis; and 
thus we have an indisputable proof that the selected remedy 
was the remedy. 

2. Aggravations after a remedy, when they occur on critical 
'days, need not be the result of the remedy, as the conjoined 
action of the disease and the periodical oscillation alone, will 
cause them naturally. 

3. When after the administration of a homoeopathic remedy 
a crisis takes place notwithstanding, we may be sure we did not 
^‘hit ” the case, and that the patient got well without our aid. 

4 When no crisis appears, and the patient gets worse and 
worse, it is clear that we did not find the right remedy, and we 
may even have spoiled the case by wrong means. 

Thermometry of Fevers. —A few words on the temperature 
range in fevers and I have done. You all well know that tlie 
normal temperature in the axilla is stereotyped at 98.6® Fahr., 
and that it is about a degree higher in tropical than in temper¬ 
ate climates. In temperate regions it is highest in the early 
morning and lowest at midnight, while in the tropics it is lowest 
in the early morning and highest during the day. In children 
it mAy be normally one ortwo degrees higher than in adults. A 
temperature rise of 1® Fahr. corresponds, as a rule, with an 
increase of from 8 to 10 beats per minute, of the pulse. In 
severe diseases the temperature may fluctuate between 95° Fahr, 
and 109° Fahr. The highest temperatures are found in scarlet 
fever and yellow fever. Wunderlich, who has made a special 
study of clinical thermometry, gives us the following charac- 
.teristios: Temperatures much below 96.8° Fahr. are collapse tem¬ 
peratures;.below 92.13° Fahr,, deep, fatal algid collapse; 92.3° 
to 95° Fahr., algid collapse, with great danger, still with possi- 
.bility of recovery; 95° to 96.8° Fahr., moderate eoUapse, in itself 
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Trithout danger; 99.6° to 100.4° Fahr., sub-febrile temperature; 
100.4° to 101.12° Fahr. slight febrile action; 10L3° to 102.2° 
Fahr. in the morning, rising to 103.1° Fahr. in the evening, 
moderate fever; 103.1° Fahr. in the morning and about 104° 
Fahr. in the evening, considerable fever; 103.1° Fahr. in the 
morning and above 104.9° Fahr. in the evening, high fever; 
107.6° Fahr. and above indicates usually a fatal texihination, ex¬ 
cept in relapsing fever. Temperatures have occasionally been 
reported as high as 112°, 113°, 115° and even 117° Fahr,, where 
patients have recovered. 

A fever temperature of 104° to 105° Fahr. indicates that the 
progress of a disease remains unchecked. 

A rise in temperature or a stable high temperature from 
evening until morning is generally a sign that the patient is get¬ 
ting, or will get, worse. But stability of temperature from morn¬ 
ing to evening is generally a favorable indication. All temper¬ 
atures should invariably be taken morning and evening, and still 
more frequently in critical cases. The axilla is generally con¬ 
sidered as the best pfkce to take the temperature, though in chil¬ 
dren the rectum is probably better. And from three to five 
minutes is the average interval between the insertion and re¬ 
moval of the clinical thermometer. 



LECTUEE III. 

Simple Interniltteiit Fever. 

At my last lecture I spoke of the nature and origin of malarial 
poison. To-day I wish to direct your attention to the fevers 
caused by this poison. The first in the list, according to our 
classification, is Simple Intermittent Fever. 

Definition.—Simple intermittent fever ^may be defined as a 
paroxysmal disease, due to the action of malarial poison, and 
characterized by the occurrence of febrile paroxysms (consist¬ 
ing usually of a succession of definite stages, viz. the cold, the 
hot and the sweating stage), separated by intermissions orapy- 
rexial periods of variable length. According to the length of 
the interval, the fever may be of different types, viz. quotidian, 
tertian or quartan. 

Synonyms.—It is popularly known as ague, fever and ague, 
chills and fever, the shakes, swamp fever, etc. 

History.—The history of intermittent fever dates from early 
times. Celsus clearly defined the quotidian, tertian and quartan 
forms. Archigenes first recognized the masked intermittents, 
and Diomedes Comarus Wfis the first writer who described an 
intermittent type of dysentery. Later Bhazes described those 
long-lasting types of intermittents, having no apyrexial period, 
where the chill stage of a second paroxysm occurs during the 
sweat stage of the first, and which constitute a transition stage 
to the remittent. Intermittent fever is recorded as having been 
qtdte fatal in Europe during the seventeenth century. In the 
early part of the present century it prevailed very extensively 
throughout this country, and was alarmingly fatal ^ 



CLINICAL HlSTOBy. 


4 


49 


Etiology. —Intermittent fever is universally conceded to be 
due to malarial poisoning. The nafore of the poison has been 
already considered in a previous lecture. We will therefore 
pass by the question of causation, simply remihding you of the 
fact, that the preponderance of testimony from recent investiga¬ 
tions tends to strengthen the theory of the parasitic origin of 
the intermittents, and points to the bacillus maiarifie as the 
cause. 

Clinical History. —The clinical history embraces a descrip¬ 
tion of the prodromal stage, the three paroxysmal stages, the 
intermission, the types, and the sequelfe. The prothoTml stage, 
or the stage of incubation, is of variable length, averaging from 
six to eight days. This stage is not always present, for fre¬ 
quently, suddenly and without warning, the paroxysmal stage is 
ushered in. The symptoms are uniformly not very definite. 
The patient feels tired, and complains of frontal headache, pains 
in the loins and legs, with yawning, stretching, and general 
malaise; the functions of the stomach are somewhat impaired, 
and there is thirst and anorexia. The taste is metallic, the breath 

•t 

foul, and the tongue furred, yellow in the center and white at 
the ’edges; the skin is hot, dry, and perhaps slightly icteric; the 
pulse is small and frequent; the urine is scanty, high-colored, 
and deposits a red sediment; the fecal discharges are dark-colored 
and offensive; these symptoms continue with more or less prom¬ 
inence from one to ten days, and eventually terminate in a 
rigor,. which is the commencement of that series of phenomena 
which characterize the paroxysmal stage. 

Paroxysms. —A paroxysm of intermittent fever consists of 
three well-marked stages, viz: the cold, the hot and the sweating 
stage. 

Cold Stage or Chill —This stage^is usually ushered in by a 
sensation of chilliness or coldness beginning in the back, loins 
or extremities, and gradually creeping over the entire body. 
The skin becomes pale and shrunken, and ^presents the appear¬ 
ance of goose-flesh (cutis anserina.) The "face becomes pale, 
the eyes are sunken, the nose ia pointed, and the lips andfihger- 
ends become blue; the sensation of chillmesa increases, the 
teeth begin to chatter, the limbs commence to shake, and the 
whole frame participates in the general commotion; the *voioe 
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becomes weak, husky, and tremulous; the respiration becomes 
hurried, and is attended by a sense of weight and tightness -in 
the chest, and not unfrequently by a short, ftry cough; the pulse 
is small, quick, and firm; the mind is usually clear, but pecul¬ 
iarly irritable; occasionally there is delirium; in young children, 
convulsions are apt to occur; the temperature of the surface of 
the body is below the natural standard, while in the mouth, 
axilla or rectum the thermometer may register 104° Fahr., or 
106° Fahr; the mouth is dry, but the tongue continues moist; 
thirst is usually urgent, and nausea is often a prominent symp¬ 
tom; the urine is increased ip quantity, clear, colorless, of low 
specific gravity, and does not deposit a sediment on cooling; the 
dejections are apt to be dark and bilious; this stage lasts from a 
quarter of an hour to three hours. Its departure, which is some¬ 
times abrupt but generally gradual, is announced by the abate¬ 
ment of the chills, and by the appearance of transient flashes of 
heat, starting from tlie extremities. 

Hof Sfac/e .—This stage is one of reaction. The countenance 
is no longer pale and shrunken, but on the contrary it is flushed 
and turgid; the heat of the surface now becomes marked; the 
temperatui'e rises to 105° Fahr., and at times approaches 110 ’ 
Fahr., or even higher; the pulse is full, strong and rapid; the 
respirations are hurried, but not oppressed; the headache in¬ 
creases and the patient becomes extremely restless; the mouth 
is dry and hot, the tongue parched, and herpetic vesicles occa¬ 
sionally appear on the lips; thirst is a prominent and distressing 
symptom; the urine is now scanty, high colored, and of high 
specific gravity; this stage may last from an hour or two to 
twelve or sixteen hours. The average duration is from three to 
four hours. 

Sweating Stage ,—This stage comes on gradually. It com¬ 
mences in a perspiration which appears first 6n the forehead 
and face, and afterward op tLe trunk and extremities; the pulse 
now loses its frequency; the breathing becomes natural; the 
urine passes freely, but retains its high color, and deposits a 
light red, lateritious - sediment; the headache and thirst abate; 
iiie fever disappears. The patient falls off into a quiet sleep, 
knd the state of apyrexia is established; the average duration of 
this stage is from three to four hours. 

Such is the normal course of an intermittent paroxysm. Devi- 
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utions may however occur, and certain stages may at times be 
wanting. 

Dumb ague is the popular name for an attack from which the 
chill is absent, the fever and sweat alone recurring periodic¬ 
ally. When an intermittent paroxysm occurs one day, and an 
intense neuralgia, urticaria, dyspepsia or dysentery takes its 
place the following day,, we have what is termed a masked inter¬ 
mittent. • 

Intermittent neuralgia—very common in malarial districts— 
may attack either the intercostal, the sciatic, or the frontal branch 
of the ophthalmic division of the fifth nerve. When it attacks 
the latter nerve it is called “brow ague.” In malarial districts 
ail complaints are apt to take on periodicity. 

Intermission.—During the intermission the patient may at 
first feel ordinarily well. But after repeated paroxysms, he is 
apt to become debilitated and ansGmic, and sooner or later pre¬ 
sents all the symptoms of malarial cachexia. 

Laws of the Paroxysm.—The following laws have been tab¬ 
ulated as governing to a certain extent the paroxysm: 

1. The shorter the intermission the longer the paroxysm. 

2. The longer the paroxysm the earlier it commences in the 
day. 

3. The more durable the cold stage, the less durable the other 

stages. # 

Typas.—Intermittent fever is divided into types correspond¬ 
ing to tlae length of the interval. The interval is the period 
from tlie beginning of one to the beginning of the next parox¬ 
ysm, and difiers from the intermission in that the latter is the 
space between the ending of one paroxysm and the beginning of 
the succeeding one. Each type, viz; the quotidian, the ietiian 
and the quartan, observes a law of periodicity in the succession 
of paroxysms. In the quotidian the paroxysm recurs every 
day. In the tertian it recurs every other day. And in the 
q^uaHan it recurs on the first and fourth days. The quotidian 
and tertian forms aye the most frequent; while the quartan 
-variety is comparatively rare. The tertian type occurs moat 
frequently in temperate climates, but in tropical regions the quo- 
iidian prevails. 

In this country these two types vary in frequency during dif- 
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ferent seasons. Usually the tertian is supposed to be the most 
prevalent. But in the aggregate, according to Woodward, the 
quotidian appears to predominate. For out of 98,237 cases oc¬ 
curring in thb United States army, 51,623 were cases of quotid¬ 
ian fever, and only 44,8o7 cases were of the tertian variety. The 
quartan type occurs chiefly in autumn, but even then is rarely 
met with, except during prolonged malarial attacks. The quo¬ 
tidian and tertian types prove jnore obstinate in autumn than 
at any other season of the year. The latter variety occurs more 
frequently in adults than in children, and attacks the sanguine¬ 
ous temperament oftener than the leucophlegmatic. In the quo¬ 
tidian type the paroxysm usually recurs in the morning (daily), 
and lasts from 8 to 10 hours. In the tertian it recurs about noon 
(of the third day), and lastsfrom 6 to 8 hours. While in the 
quartan it recurs in tlie afternoon or evening (of the fourth 
day), and lasts from 4 to 6 hours. 

Other types are mentioned by various writers, such as the 
qidniany in wliich the paroxysm recurs on the fifth day; the sejr- 
ian on the sixth; the sepian on the seventh; the ocian on the 
eighth, and so on. Such cases are however great rarities, and 
are looked upon as simply curiosities of clinical experience. In 
addition to these simple types we have mentioned, irregular 
compound forms are occasionally encountered. Thus a double 
quotidian may be presented with two paroxysms daily: one severe 
in the morning, and the other mild in 4he afternoon or evening. 
Or a double tertian with a paroxysm daily; the paroxysms dif¬ 
fering on successive days, but corresponding in every respect on 
alternate days. Or finally a double quartan may appear in 
which a paroxysm recurs on two successive days, but is absent 
on the third day. The double tertian is the most frequent of the 
compound types. 

As regards the regularity of its appearance, a paroxysm may 
be either anticipating or postponing. When it recurs a little 
earlier each day it is called an anticipating paroxysm. And it 
is 0^1^ a postponing paroxysm when it recurs a little later each 
timei^^ An anticipating paroxysm shows that the disease is pro- 
gres^^g) and is not being controlled by remedies, while a 
poa^ning paroxysm indicates that the disease is not only be- 
^ng controll^, but is about to end. When a relapse occurs it is 
usually at the end of seven, fourteen, twenty-one or twenty- 
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■eight days from the last paroxysm. Patients cannot be con¬ 
sidered beyond the danger of a relapse until six or eight weeks 
have elapsed without an attack. 

<IHART II .—Simple Inienmfteni Fever* 
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Anirmln, Enlarg’cnienl of Spleoii (‘•H«ne-caky"), Anasarca.and dropsy. 


Malarial poisoning'. 


Bacillus Malarite. 


ANALYSIS OF CHART. 


The Neryous System* —A chill more or less severe usually 
marks the onset of the attack; headache is \ery common and 
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occurs as an early symptom, it is usually frontal, but occasion¬ 
ally it becomes general; delirium is rare, and when it exists is 
but transitory; restlessness is frequently quite marked during^ 
the paroxysmal stage. Hypersesthesia of the cutaneous surface 
in the region of the first dorsal vertebra, is frequently associated 
with pain in the back of the neck. 

The Temperature. —The temperature rises with great rapid¬ 
ity. During the initial chill it is often as high as 104 ^ Pahr., 
and may reach 105 ® Fahr. or even 110 ® Pahr. in the hot stage. 
The defervescence is frequently as sudden and marked as the 
temperature rise. During the intermission the temperature is 
normal. 

The Circulation. —The pulse is variable. It is increased in 
frequency especially during the paroxysmal stage. At the period 

of highest temperature it is apt to be full and bounding. 

» * 

The Digestive System. —Nausea and vomiting sometimes 
accompany the initial chill. There is usually loss of appetite, 
thirst, impaired taste and a coated tongue; the evacuations are 
commonly offensive and of a dark color. 

* 

The Secretions. —The urine is diminished in quantity during 
the incubative period and in the hot stage. Its color is darker 
than natural, except during the cold stage. The specific gravity 
is above normal in the hot stage, but below it in the stage of 
chill. The amount of urea excreted increases rapidly, reach¬ 
ing its maximum at the beginning of the hot stage. The cuta-^ 
neous surfixce is moist and cold during the chilly stage, but dry 
and hot during the hot stage. The perspiration during the 
sweat stage may be either copious or slight, and has a “fresh- 
baked brown bread ” odor. A sallow or icteric hue generally 
attains in long lasting cases. Herpes labialis frequently appears. 

Sequels. —^Ansemia is very apt to occur in cases of long dura¬ 
tion. And in protracted lutermittents, as in those which have 
been marked by repeated relapses, a chiouic malarial cachexia 
frequently obtains, characterized by sallow skin, anasarca and 
generally dropsy. While in still more severe cases, amyloid de¬ 
generation of the kidneys, liver or spleen may supervene. 

Morbid Anatomy. —Anatomically, simple intermittent fever 
presents no characteristic lesions other than those of hypersemia. 
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The blood, which is the vehicle of the poison, undergoes certain 
changes. A diminution in the number of red corpuscles and a 
decrease in the amount pf fibrin invariably take place. The 

Fig. s>. 



Microscopical appearance of the blood in Malarial I’evera. o. h. Ilacillary 
filauients. r. Spoic-producfs ^cen dining cold sta^e ot inteiniiltent 
fever, (f. Pigment granule^.—N. li.- The led blood-discs 
furnish a scale for measurement. 

presence of black pigment granules (Fig. 9) has l:)een fully 
demonstrated by Kolsch, Richard and others. And the bacillus 
malarim has been observed in the blood, liver and spleen, by 
Cuboiii and Marchiafava. These changes in the composition 
of tlie blood are, however, not so well marked in intermittent, 
as in remittent and iiernicious malarial fever. The spleen 
and liver are apt to become more or less enlarged from hyper- 
jeinia. The former organ especially, may become enormously 
enlarged, and distending the abdominal walls constitute what is 
vulgarly styled “ague-cake.” 

'Differential Diagnosis.—The differential diagnosis of simple 
intermittent fever is by no means difficult. A well marked case 
can liardly be mistaken for anything else. Latent and masked 
intermittents are perhaps more difficult of recognition. The 
only diseases with which it may be confounded are remittent 
fever, pyeomia and the hectic of tuberculosis. From remittent 
fever it may be readily distinguished by tho fact that in remit¬ 
tent fever there is no intermission. This stage is always present 
in intermittent fever. Tho temperature during the remission 
in remittent fever is one or two degrees higher than normal; 
while in intermittent fever the temperature falls to the naturrd 
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standard during the intermission. Bemittent fever usually has 
but one chill, while in intermittent fever a chill inaugurates 
each paroxysm. From pyaemia it may be distinguished almost 
as readily as from the remittents. The accession of the fever in 
pycemia observes no regularity, and there is no complete inter¬ 
mission. Whereas, in intermittent fever the febrile paroxysm 
comes on at regular intervals, and there is always a complete 
intermission. In pysomia the chill is short, the fever runs high, 
and the sweating stage is generally prolonged. The temperature 
in pyaemia never ai)proachGs the normal, while in^Sntermittent 
fever there is a period of complete defejwescence. Febrile 
paroxysms resembling those of intermittent fever are occasion¬ 
ally noticed in connection with tubercular phthisis. In the hec¬ 
tic of tuberculosis the paroxysms occur oftener in the afternoon 
than in the forenoon, and the intermissions are incomplete. 
Wliereas, the reverse obtains in true intermittent'fever. The 
principal element in the diagnosis, however, is obtained by 
physical exploration. For in tuberculous disease the character¬ 
istic physical signs are seldom wanting. Finally, it should be 
remembered that paroxysms resembling those of intermittent 
fever are frequently produced by catheterism and other opera¬ 
tions on the urinary passages. 

Prognosis.— The prognosis in simple intermittent fever is as 
a rule, favorable. The tertians are the most easy of cure, while 
the quartans are the most obstinate; the quotidians are the most 
serious in their results. The prognosis in masked intermittents 
is generally favorable. An anticipating paroxysm is an unfavor¬ 
able sign, while a postponing paroxysm is usually favorable. The 
presence of ansomia or dropsy vitiates the prognosis, as it in¬ 
dicates the development of malarial cachexia. Belapses are 
common. 



LECTUEE IV. 

Simple Intermittent Fever_(couTijitrED.) 

TBEATMENT. 

I will invite your attention to-day to the treatment of Simple 
Intermittent Fever, Many are the books that have been written 
on this subject and innumerable the writers who have tried to 
definitely outline its course. And yet our theraiDeutics can 
scarcely be declared the richer from these efibrts. For, notwith- 
fitanding all that has been written, we have nothing better to 
offer you this morning than the advice given by Hahnemann 
long years ago, viz.: Let the totality of the symptoms be your 
chief guide in the selection of your remedy. To individualize 
each case closely is your only choice. As you watch the sequence 
of symptoms in your search for a remedy, two similars will gen¬ 
erally appear before you.* The one general in character, and 
corresponding with tli^ symptoms which are diagnostic of the 
disease; and the other special, and coiresponding with peculiar 
symptoms which characterize each individual case. The latter 
is of more importance than the former in making the selection. 
Other things being equal the symptoms of the paroxysm are 
not of as much importance as thos€f of the intermission. Look 
then to the intermission for the leading indications. Watch the 
concomitants of the case. And finaUy rely, whenever you can 
make the selection, on the single remedy which covers the symp¬ 
toms of both the paroxysm and the intermission, and is the special 
in the case. 

The best time to administer the remedy is during' the inter¬ 
mission. In severe c^es it ma^^ be continued into and through 

f • _ _ 
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the paroxysm. Beware of too frequent changes of the remedy- 
For as long as the paroxysms continue to decline in duration and 
intensity, the patient is doing well and there is no necessity for 
a change. 

Touching the question of potency, let me advise you to be 
neither high nor low, exclusively. For the high attenuationist, 
on the one hand, is ai)t to lose sight of his patient, and the 
causation of the disease, in his desire for altitude; while the 
low attenuationist, on the other, who lives only in tlie lower 
stratum of the law of similars, fails to reap all tlie benefits capable 
of being derived from a more generous comprehension of its 
truths. The practice which has been the most successful in the 
treatment of intermittents is to use the lower attenuations in 
recent cases, and the higher attenuations in the chronic forms. 

Laws of Selection, etc. —As tending to further guide you in 
the selection and administration of the remedy, we will formu¬ 
late the following laws; 

1. Individualize each case. 

2. Follow the totality of symptoms. 

3. Grade tlie symptoms. Give special prominence to those 
peculiar to the patient; select as next in importance those ap¬ 
pearing during the intermission; and supplement both with 
tlie symptoms of the paroxysm. 

Never change a remedy when the paroxysms are lessening 
in duration and intensity. 

5. In acute cases use the low attenuations; in clironic cases 
use higher attenuations. 

Prophylaxis. —Residents in malarial districts, should, as far 
as possible, avoid over-fatigue, exposure to sudden changes of 
temperature, dietetic errors, and excesses of all kinds. The 
sleeping apartments should be in the upper part of the house> 
BO as to be above the stratum of malaria which is denser the 
nearer the approach to the earth’s surface. ' Susceptible individ¬ 
uals shoiild remain in-doors at night When late evening and 
early morning exposures cannot be avoided, a respirator should 
be worn. At all times respiration should take place thresh the 
no^hdls, aqd the mouth kept closed The food should he nour¬ 
ishing and taken with regularity. All Gontaminated waters 
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should be boiled and filtered before used. And breakfast should 
always be taken before going out in the morning air. Flannel 
or silk should be worn next the skia When malarial fevers are 
prevailing qtiiniiie 3x, gelsemium 3x, or nlstmia consiricta IXy 
may be given morning and evening as a preventive. 

Principal Remedies.—Quinine.— Our sheet anchor in the- 
treatment of simple intermittent fever is quiMuCy for no other 
remedy is so frequently the similimum for a case of ague. And 
so generally is it indicated, that there is room for doubt whetiier 
in intensely malarial districts intermittent fever can be arrested 
without its use. _ An additional reason for its frequent use exists 
in the fact that it has the power to destroy the bacillus malaria) 
in the blood. 

Truly it is a most potent aid in malarial diseases. And as the 
Master laid the foundations of homojopathy in cinchona bark, 
we can ill aflbrd to esteem it slightly. Our brethren of the old 
school have woefully abused it with their massive doses. For when 
quinine is adapted to a case it will cure it in small doses, and 
will cure it quickly. Large doses of the drug are apt to produce 
toxical effects and generally the patient is made worse instead of 
better. The severest type of malarial cachexia is often induced 
by over-dosing with quinine. Quinine is especially adapted to 
acute intermittenta of the tertian type. Tlie more perfect the 
intermission, the stronger is the indication. In chronic inter-’ 

mittentg and in malarial cachexia it will seldom prove a remedy.] 

» 

The proper time to administer quinine is during the intermis¬ 
sion. You may give it in varied strength, from the second trit¬ 
uration to two-grain doses of the drug. And in occasionally 
severe forms of simple intermittent fever, such as may occur in 
intensely malarial regions, the hypodermatic injection of the bi- 
sulphate of quinine as recommended in pernicious malarial fe¬ 
ver, may render excellent service. lUwill sometimes happen to 
you in practice, that the picture of a case cannot be made to 
ctoespond closely with the picture of the nearest remedy, and 
that consequently the correct similimum cannot be reached. In 
stu^ pases quinine may be given from one to three hours before 
the pcuroxysm, and the most nearly similar remedy diuiug 
fore part of the intermission. For time-honored experience has 
demonstrated, that^ when so administered, it curtails the parox- 
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yams, hastens the cure, and does not in any way interfere with 
the action of the chosen remedy. t 

Arsentcum lilb. ranks next to quinine. It differs markedly 
from the latter in this, that the more widely the paroxysms Tory 
from the typical form, the better it is indicated. Some of the 
stages of the paroxysm jnay be wanting. The fever stage may 
recur alone. There may be no preceding chill, nor following 
sweat, and the intermission may be oftentimes but poorly marked. 
Unusual functional derangement of the abdominal organs fre¬ 
quently appears in the arsenic cases. The prostration is gener¬ 
ally greatest after the hot stage. Arsenic is apt to be needed in 
imported, slow developing intermittents, and especially when 
there is a dropsical tendency. It is an important remedy in 
“brow-ague,” and in the afternoon intermittents of nursing 
children. And it is often required where quinine has been used 
to excess. It vies with natrum muriaticura and ferrum, in chronic 
malarial cachexia. 

The Arseniate of Quinia has been used with success in 
masked intermittents, and in mixed types of simple intermittent. 

Ipecac is frequently called for in mild intermittents of the 
tertian type. It resembles ai'senic in many particulars. But 
its prostration is always greatest during the chill, while that of 
arsenic reaches its maximum after the heat The gastric symp¬ 
toms are apt to predominate during both the paroxysm and in¬ 
termission. The intermission is seldom very complete. Ipecac 
will prove useful in cases that have been drugged with quinine 
or arsenic. It should always be thought of and compared 
with pulsatilla when relai)ses are brought on by errors in diet. 
And in obscure oa^s it will frequQjitly be a valuable remedy. 

Oelseiuium follows ipecac well, and is oftenest indicated in the 
quotidian type of simple intermittent. It vies with arsenic in 
imported and slowly developing cases, and^itli eupatorium 
such as have a tendency to run into remitt^ts. The intejrmifi- 
sion is apt to be short, and the paroxysms recur with marked 
reig^kmty. Gelsemium is a valuable remedy in childreh’a inter* 
mijbtonts» and when ireiapses Occur from sudden emotionli: 

- s 

muriatieum is our best remedy in badly 

tr^ted oases. It is also adapted to recent especially 
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such as appear in newly-settled districte. The paroxysms recur 
doily. Natrum mur. is a common and e^^cient remedy for 
chronic malarial cachexia. 

Nux vomica is one of the more imijprtant remedies for both 
the quotidian and tertian iypes. Its paroxysms are usuallylrreg- 
ular and show a decided tendency to anticipate. The -gastric 
and bilious symptoms are generally prominent* and bronchial 
complications may co-exist. 

Pulsatilla is useful in cases of a changeable character, and 
when the paroxysms take on a mild form and appear mostly in 
the evening. It is adapted to chlorotic states, and is indicated 
in pregnant women, when there is a tendency to abortion. Ee- 
lapses from improper diet are frequently cured by this remedy. 

Ignatla is useful in mild cases occurring in nervous individ¬ 
uals. The intermission is usually complete, Ignatia frequently 
changes the type and almost always postpones. It is the rem¬ 
edy for tertians that change to quartans. 

Eupatorium perf. is indicated in those severe types of inter¬ 
mittent that approach the remittent, and are marked by a very 
imperfect intermission. “Aching of the bones” is its great 
characteristic. “ Boneset tea ” is a well-known popular cure in 
malarious districts, for “fever and ague.” For the double ter¬ 
tian type of intermittent it is a most valuable remedy. 

Capsicum will occasionally be of service in simple intermit- 
tents occurring during the summer months. 

Cedron and Arauea are adapted to intermittents of new dis¬ 
tricts in warmer climates, when the paroxysms recur with clock- 
like regularity. And Polyporua officinalis aAd p. pinicola are 
recommended by our western physicians as remedies for the 
quotidian type of simple intermittenj; fever. 

sading Indications. —The leading ihdioations for these, our 
t Remedies for simple intermittent fever, as well as for oth¬ 
ers ihsi are occasionally of service, may for convenience of 
study bo arranged according to the following compilation; 

recent cases occurring in dark-complexioned, 
pletborio ^ relapses from exposure to 

changes oi tempOrapar^; great thirst for small quantities of cold 
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water prevails during tbe paroxysm {ars, and ncit mur.t opp. 
bry,); the pulse is thready during the chill, but full, hard and fre¬ 
quent during the fever; the chili passes from the feet to the 
chest and head, and coldness is caused by the slightest move¬ 
ment (nw )* The fever runs high and is apt to be prolonged; 
it is frequently attended with cough; there is great restlessness, 
anxiety and nervous excitability; the sweat is frequently profuse 
and brings relief {nat mur,, opp. mere,). 

Ammonium mur. —Is adapted to fat, lazy people. Chilliness 
recurs as often as the patient awakes. During the heat there 
is redness of the face, and stinging sensation in the skin {apis, 
nit acid)i flushes of heat with profuse sweat on the extrem¬ 
ities. 

Anacardium. —In nervous, hysterical females, and in nursing 
children; mild intermittents in hypochondriacs; patient is 
irery irritable and passionate ( cham .); shivering, as from cold 
water down the back; the fever returns every afternoon at 
four o’clock ( lycop .); sweat principally on the chest and abdomen; 
•dull pressure as from a plug in different parts is very character¬ 
istic. 

Alstonia. —After abuse of quinine; great debility and extreme 
prostration; rigors, cold sweats and diarrhea; useful in masked 
intermittents with dysentery. 

Antinioiiiumcrud.—Especially suitable for aged persons and 
young people who grow fat; predominance of gastric symptoms 
{ipec., puls.jHux); thick, milky white coating on the tongue 
{hry,, mere,, nux ); great sadness, and a woeful mood; aversion to 
food; strong desire for acids, particularly pickles (a7*s.); alter¬ 
nate constipation and diarrhea; absence of thirst {pith,, quinine ); 
great desire to sleep (opts); the chill appears about mid-day; 
chilliness predominates {menyanthes); vomiting during the 
heat {nat inu7\); pulse irregular and rapid; sweat comes imme^ 
diately after the chill with the heat, but^ soon disappears, 
heat continuing. 

Apis mel.—Is often useful in quotidian fevers, and in pro- 
tnaicted and badly treated cases; the sweat stage may ImI alment; 
iHh^re is great desire to sle^; awkwardness; sorenesp Cl limbs 
jond joints; great sensitiveness to touch sotmesB 

in the region of the spleen; general pleim i^c^nty and 
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high-colored; white tongue, with diarrhea (ant crud,)\ chilli¬ 
ness from motion or uncovering (hu^r); chill about 3 P. m.; 
worse in a warm room or near a stove; it begins in front 
of chest, abdomen and knees; urttearia as the chill passes off; 
urticaria, with intolerable itching, at night (am, led.)\ thirst 
with the chill (igtLy caps .); no thirst with the heat (puls .); desire 
for milk; during the paroxysm oppression of the chest with a 
sensation of smothering. Natrum mur. follows apis well, but 
rhus tox. does not. 

Aranea. —Long-lasting chill without thirst; heat and sweat 
often absent; paroxysms at the same hour every day or every 
other day (ccdron)\ chilly feeling, woi*se on rainy, cold days 
(rlius)', headache, better in the open air; nocturnal toothache; 
tongue slightly coated, with bitter taste; nausea and anorexia; 
weight in epigastrium as from a stone ars.jjDitfe.); enlarged 

spleen; menses too early and too profuse; heaviness in the limbs, 
bO that she can scarcely move them; numbness in the ring and 
small finger, and along the periphery of the ulnar nerve (conium). 

Arnica*—In sanguine temperaments and after abuse of qui¬ 
nine; relapsing cases; especially when there is a bruised, sore 
feeling; must lie down, yet the bed feels too hard (hapi.)\ in¬ 
different mood; forgets the word he is about to speak (6ar^a, 
rhns.)\ eructations bitter, and like rotten eggs (cham.); offensive 
flatus smelling like rotten eggs; drawing pains before the chill; 
chill in afternoon or evening, most severe in the pit of the stom¬ 
ach, with thirst for large quantities of cold water (hry., evpnt 
perf., opp. ars.)\ great heat in head, Avith coldness of the body; 
cold sensation at small spot on forehead; heat intolerable during 
the hot stage, but the slightest motion of the ^bedclothes causes 
chilliness; urine scanty, brick-dust sediment (); sour, offen¬ 
sive sweat, like mouldy earth. 

Arsenicum alb.—In the tertian type^of intermittents, when thf 
^^oiysms are either incomplete, or else well-marked and vio¬ 
lent, and in fevers contracted at the sea-shore (gel8.)\ theinter- 
missibn is never clearly defined; the paroxysms appear mostly 
in the afternoon, and may anticipate one hour every alternate 
day; «pnetimes recur every fourteen days; after abuse of 
quinine; afii fearful, anxious mood (ign,y puls.)f gteni rest¬ 
lessness; ftar of great weakness and prostra- 
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tion; desire to lie down {arnica); headache* vertigo, and pale- 
ne^ of face and lips; sallow, clay-colored complexion; pain 
and distension in the left hypochondrium; intense burning 
pains in the stomach and pit of the stomach; aversion to food; 
tongue furred at the edges, with red streak down the center, and 
red tip; pul^e small, weak and compressible; sleepiness the 
night before the paroxysm {opp, quinine); yawning and stretch¬ 
ing before the chill; chill irregularly developed, and frequent 
ly mixed with the heat (nux); internal chill with external 
heat and red cheeks (calc,); chill ameliorated by external 
warmth (opp. ajnSy arn,, ipec., puls,); scarcely any thirst dur¬ 
ing the chill; drinking increases the chill and causes vomiting; 
chilliness and shuddering without thirst, worse in the open air; 
exterfial coldness, with cold, clammy sweat; the cold stage is 
frequently absent, the hot stage predominating; or, the chill 
and heat may predominate, with little or no sweat; the fever 
may be either wanting or mixed up with the chill, or else is in¬ 
tense and long-lasting; hiccough at the hour when the fever 
ought to have come; great restlessness during the heat; great 
thirst for cold water; 'wants little at a time, but often {quinine, 
opp. burning in the stomach and vomiting; great rest¬ 

lessness during the heat; cold, clammy sweat, with excessive 
thirst for large quantities of water; great weakness and pros¬ 
tration after the paroxysm. 

Belladonna. — In quotidian and congestive intermittents, in 
plethoric lymphatic constitutions; masked intermittents associ¬ 
ated with severe neuralgia; great irritability; w-hining mood; 
the hot stage predominates; chill commences in the scrobiculus 
cordis; shivering running down the back, and terminating in the 
pit of the stomach; chilliness in the arms; seldom any thirst; 
the face is pale when lying down, but red when sitting up (opp. 
aconite); intense burning heat inside ond out; averse to uncov¬ 
ering; sensitive to light and noise; ^robbing carotids (^2on.}$ 
bursting headache; very red face; eruption in the corners w 
the mouth or on the lips; choking sensation in the throaty witib 
dryness of the mouth; tongue is red and dry along the edgei^ and 
white in the center; the papillse are bright and prominil!^" (farf. 
emet); eweat starting at the feet and passing upwar^j'^e^t'eat on 
covered pai^ only; sweat stains the linen y^ow>^4%^ Stage 
may be entirely wanting. 
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Bryonia. —In intermittents after getting wet (caZc. ca?‘6., rhm)i 
with thirst in all the stages; anticipating type; the patient is 
very irritable, and easily angered (anao.)^, apprehensive; dreams 
about business and household affairs; oonstipation; stools dry 
and hard as if burnt; gastric symptoms predominate ( ant crud ,); 
patient has to move frequently; the parts feel sore (arntoa); 
feels best when lying on painful side {puls .); stretching and 
drawing in the limbs; desire to lie down during the paroxysm; 
bitting up causes nausea and vomiting; vomiting, first of bile, 
then of fluids (opp. naL mur.). 

The chill predominates, and' is creeping rather than shaldng 
in character. Violent throbbing headache, as if the head would 
burst, before the chill; chill begins in the lips, tips of fingers 
uJid toes; pain, as if diblocatecl, in the wrist and ankle {rhus, 
rida)\ violent, dry, racking cough during the chill, continuing 
through the heat, with btitching pains; patient holds the ster¬ 
num when coughing; stitches in the spleen (ceanothus)\ great 
cliirst for large quantities of water, with cough, during the hot 
stage; heat on moving (opp. burning internal heat, 

as if molten lead were running through the blood-vessels (nrs., 
rhu8)\ profuse, sour, oily sweat {china)\ sweat on single parts 
only, or on side on which patient lies; sweat from the least exer¬ 
tion; all the symptoms are worse in a warm room and better in 
the open air* 

Cactus,—In quotidian intermittents when the intermission is 
complete and the paroxysm returns at 11 a. m. or 11 x\ m.; re¬ 
lapses from exposure to the sun’s rays; prolonged chill not re¬ 
lieved by covering {arama); coldness of the back, and icy 
coldness of the hands; long-lasting heat with dyspnoea andsiiort- 
ness of breath {ars., phos.); flushes in the face; insupportable 
heat in the alnlomen; lancinating pains in the heart {spig.); 
sense of constriction in parts; profus'e sweat with unquenchable 

CUcarea carb.— In leucophlegmatic temperaments; large bel¬ 
lied individuals and persons who take cold easily; chronic inter¬ 
mittents; the intermission is never very clear; paroxysms at 2 
V. 3 c.; thirst during the chill; chill begins at the pit of the stom¬ 
ach with spasmfil# or^a fixed, cold, agonizing weight; heat without 
thirst; fever ’at H* A. m., without thirst and without previous 
chill; heat worse frefim bathing (opp. fluoric acid); profuse 
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sweat in the morning and on the slightest exertion; sweat with¬ 
out thirst; shortness of breath on going up stairs (ars.); un¬ 
digested stools {china)\ alternate constipation and diarrhea. 

Camphor.—Specially useful in pernicious malarial fevers; con¬ 
gestive chills; long-lasting, shaking chills; coldness of the skin; 
icy coldness of the whole body (^afo^c.); deathly paleness of the 
face {verat aZ6.); cold, trembling tongue; heat, with disten¬ 
sion of the veins; increased by motion (opp. cap8,)\ cold, ex¬ 
hausting, viscous sweat; great anxiety, weakness, and exhaustion; 
extreme sensibility to cold air {mw), 

Canchalagua.—In spring intermittents that are ushered in 
with a severe chill; the skin of the hands and feet after the 
sweat resembles a washerwoman’s skin; patient has a good ap¬ 
petite during the intermission. 

■ Capsicum.—Midsummer intermittents in stout, phlegmatic 
individuals; the intermission is tolerably clear; there is thirst 
before and during the chill; shuddering after drinking; the chill 
commences between the shoulders, and is relieved by putting 
something hot to the back; general coldness of the body; intol¬ 
erance of noise; no thirst during the heat; acrid sweat; sweat 
without thirst; burning mucous diaiThea; appetite but little 
impaired; ears and tip of nose red and hot towards evening; all 
stages relieved by motion. 

Carbo veg.—In pernicious malarial fevers; irregular parox¬ 
ysms. Great prostration during the intermission; bloating of 
stomach between the paroxysms. Toothache, headache, and 
pain in the limbs precede the paroxysm; thirst only during the 
chill {ign.)\ icy coldness of the body and cold breath; coldness 
of the tongue; coldness of the knees, even in bed {apis)] chill 
beginning in the left hand; (in right arm, were.); left sided chill 
{cansii<mm)\ hent without'thirst; loquacity during the heat 
(podo.)\ oppressed respiration {apis)\ desite to be fanuad» 
the fever is succeeded by severe headache; profuse sour ffweai; 
sweat even when eating {carho an.); easy to sweat and eiesy to 
chill; spleen swollen end painful; livid spots on face; foetid 
biieatb; after abuse of quinine. 

Cedron.—In quotidian and tertian intermittent^ marshy 

regions, the chill predominates and thd ^|wroxysma recur 
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with clock-like regularity (aranea); chill preceded by great 
mental depression and headache; chill without thirst at 3 a. 
M. or 3 p. M.; icy coldness of the hands and the tip of the nose; 
cramps with tearing pains in upper extremities; heat with thirst 
for warm drinks; entire body feels numb; sweat with thirst; dry 
heat followed by profuse perspiration; general malaise and de¬ 
bility during the intermission. 

Chamomilla. —In children and nervous adults; gastric com¬ 
plications; the patient is very irritable and restless (bry.); ex¬ 
cessive sensitiveness to pain (cqffea); thirst during the heat and 
sweat, none during the chill; chill usually slight, only on ante¬ 
rior portion of the body; shivering of single parts, and heat of 
others; one cheek red and the other pale; sour sweat, during 
sleep, mostly on the head with smarting of the skin (caps,); yel¬ 
low coated tongue; tongue white at the sides and red in the mid- 
die (opp. iart emet); nausea and vomiting of bile, and diarrhea; 
frequent emissions of large quantities of pale urine. 

Cinchona.—The chill is preceded by nausea, headache, hun¬ 
ger, anguish, palpitation of the heart and great thirst. Chilli¬ 
ness after every drink (caps,, eupat perf .); general shaking, vio¬ 
lent chill without thirst, increased by drinking; chills alternat¬ 
ing with heat, skin cold and blue (mw"); thirst before the heat, 
none during the heat; general heat with swollen veins; cheeks, 
though of natural heat are red, and feel hot to the patient; ca¬ 
nine hunger, or else aversion to food; great thirst during the 
fiweat; sweating during sleep or on being covered; great lassi¬ 
tude and exhausting sweats during the intermission; ringing in 
the ears, and a feeling as if the head were enlarged (calc,, rmx ); 
fcafEron yellow color of the skin; the patient looks jaundiced; 
anaomio and cachectic appearance; spleen and liver swollen, 
and painful on pressure; urine scanty with yellow or brick-dust 
aediment; all symptoms are aggravated by motion or the slightest 

Cimex. —The chill begins with clenching of the hands and 
violent rage; pain, particularly in the knee joints, during the 
chill, as if the tendons were too short; thirst; can drink before 
the parox^rsm begins, but during the paroxysm drinking causes 
violent hc^aohe and a gagging cough with dyspnoea. 

Thirst instead of fever after the chill; is obliged to urinate 
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after drinking; heat with pressure and gagging in the cesopha- 
gus; ravenous hunger after the heat; musty sweat, which re¬ 
lieves, without thirst; thirst during .the intermission. 

Cina.—In quotidian intermittents of scrofulous children; thfr 
intermission is never very clear, and warm symptoms predomi¬ 
nate; frequent tickling of the nose (phos, acid); clean tongue; 
chill ascending from the trunk to the head, with hunger but no 
thirst; heat with redness of the cheeks, without thirst, after 
bleep; sweat usually slight, at times cold, especially on the 
liands, forehead and nose. 

Cocculus. —In children and hysteric females {tarantula); with 
spasmodic symptoms; severe colic during the chill {magn, phos.); 
aversion t<j sour things (opi>. ant crud,); obstinate constipation; 
all symptoms aggravated by eating or drinking. 

Cornua llorida,—In obstinate intermittents; the paroxysm 
is preceded for days by sleepiness, sluggish flow of ideas, and 
headache; during the chill the skin is cold and clammy; nausea 
and acidity of the stomach; throbbing headache during the 
fever; during the intermission there is debility, loss of appetite 
and painful bilious or watery diarrhea. 

Elaterium. —When urticaria appears after suppressed inter¬ 
mittents; the itching is relieved by scratching {ign, opi). rhits), 

Eupatoriiim perf. —In double tertians, and in intermittents 
that tend to run into remittents; paroxysms end with* vomiting 
of bile; hectic cough from suppressed intermittents (cinch.); the 
intermission is apt to be imperfect, and may be attended by a 
loose ccmgli; bone pains in every stage; worse on the morning 
of one day and the afternoon of the next; skin sallow; tongue 
coated white or yellow; morning diarrhea, (podo); great 
thirst, vomiting and aching pains in the extremities before the 
chill; soreness of the eyeballs; chill 7 to 9 a. m.; chill spreads 
from the back; thirst, vomiting and pains in the back and 
limbs as if bruised or beaten (am.); moaning during the chill; 
chill followed by heat without perspiration; nausea and vomit¬ 
ing at the close of the chill, aggravated by drinking; thirst dur- 
ing the hpat, with bitter vomiting, headache, ajid pain in the 
limbs; shivering during the heat; sweat majk be scanty or 
absent; it is slight or wanting when the chill is severe; or vice 
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versa; perspiration incr^es the headache, but relieves all the 
other pains, {iiai. 

Enpatorium ptirp. —In tertian intermittents; during the in¬ 
termission, vertigo with sensation of falling to the left; desire 
for cold acid drinks, (calc, sulphide;) tongue coated and brown 
in the center; deep, dull pains in the kidneys (hcrh.); pains in 
the arms and legs before the chill; chill begins in the lumbar 
region (lacli.)\ severe pains in the bones with numbness of the 
legs; frontal headache; blueness of the lips and nails (nux^) vio¬ 
lent shaking with little coldness; thirst during the hot stage; 
long lasting heat followed by hunger; sweat mostly on the 
upper part of the body, and usually slight. 

Ferrum. —In protracted intermittents after the abuse of qui¬ 
nine, when there are ansemia, debility and great' muscular weak¬ 
ness; extreme paleness of the face, and of the mucous merabi’ane 
of the lips and mouth; ague-cake, (ccauolhus, hrrberis mdg.)\ 
vomiting as the chill apx>ears; thirst with the chill; hands and 
feet cold and numb; no thirst during the hotstage; rush of blood 
to the head with flushes of heat in tlie face, hot flushes, (kali 
red cheeks; sensations of heat all over the body, which is 
cold to the touch (opp. baryta car5.); heat in palms of tlie liands 
and soles of the feet; profuse, long-lasting, debilitating sweat; 
sweat, clammy, strong smelling, and stains the linen yellow; 
all the symptoms are aggravated by sweating (opp. nci. mur.). 

Oelseiuium.—In recent uncomplicated quotidian intermit- 
ents, occun'uig in children and nervous young people; the par¬ 
oxysm usually begins in the evening, though the fever may re¬ 
cur alone at 10 a. m. ; the internlission may be short or wanting, 
and there is great muscular prostration; the chill begins in the 
hands and feet, and is unattended by thirst; the fever may bo 
intense and burning, and accompanied by a sensation of fall¬ 
ing, especially in childten; there is’great mental anxiety, red¬ 
ness of the face and nervous restlessness during the hot stage; 
the sweat is apt to be profuse, and relieves the pain (nat 7mn\, 
opp./errMm.); sweat most profuse on the genitals. 

Calcium Sulphide* —After abuse of mercury or potassium 
iodide; the patient is very sensitive to the cool aii;; fainting 
from the slightest pains; urticaria before and daring the chill; 
violent shaking chill every morning without heat; burning heat 
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with headache and unquenchable thirst for acid driphs*; sleep¬ 
iness; intolerance of light; herpes around the mouth {nat mur,); 
continuous, profuse sweat without relief, increased by nlotion; 
offensive, Sour-smelling sweat at night; sweat on perineum, 

groins and inside of thighs. 

< 

Ignatia* —The intermission is complete; yawning, stretching, 
and shuddering before the chill; chill commences in the arms; 
twitching in the deltoid, (in biceps or triceps,acid); shak¬ 
ing chill with redness of the face; chilliness relieved by exter¬ 
nal heat, (ara.); thirst for large quantities of water, only during 
the chill, ( caps .); external heat and redness without internal heat; 
one side of the face re<l and burning, ( am., cham .); urticaria over 
the whole body during the heat with violent itching, relieved by 
gentle scratching, (elaierium ); desire to be uncovered during the 
heat; fainting as the hot passes into the sweating stage; sweat 
usually slight, most on the face. 

Iodine. —Quartan fevers in scrofulous individuals; emaciation; 
ravenous hunger, cannot be satisfied; constant diarrhea during 
the intermission; tenderness and hardness in the left hypochon- 
drium; ague-cake. 

Ipecacuanha. —In quotidian and tertian intermittents, and in 
cases that have been maltreated with quinine and arsenic; re¬ 
lapses caused by errors in diet, (puls .); the paroxysm is preceded 
by yawning, stretching and salivation, and the intermission is 
never very clear; nausea is present in all the stages; the prostia- 
tion is greatest during the chill; the chill is aggravated by exter¬ 
nal warmth, (apis, ojjp. ars., ); chill is lessened by drinking, 
(opp. evpaLperf., c/mej?); nausea and vomiting, and dry, hack¬ 
ing cough during the heat; alternate coldness and paleness of the 
face; sour sweat, stains yellow; turbid urine; symptoms worse 
during the sweat. 

Li^hesis.—In tertian 'intermittents in drunkards and in 
women during the climacteric period; annual spring attacks 
(carho. ); after abuse of quinine; all symptoms are worse 
after sleep; throat is very sensitive to tlie touch; filiform pulse; 
the chill predominates, and begins in the small of the back, (eup. 
purp.y) \ chill is relieved by the heat of a stove, and by being 
firmly held; shivering when moving the bedclothes, (Hujc vom.); 
chill and heat alternating, and changing from place to place; 
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great ^U^tiyeness during the heat, ver.) which is gen¬ 

erally irregular; heat with desire to uncover; cyanosis during 
the fever: perspiration in axilla smelling like garlic; profuse 
sweat which affords r^i^ > " 

Lycopoditlm. —In quotidian and te^an intermittents; irreg¬ 
ular types; great fear of being left alone (opp. cinch.); yellow¬ 
ish-gray color of the face (ars.); abdominal-^atulence; sour 
eructations and sour vomiting; vesicles on the tongue; obstinate 
constipation; increased micturition; paroxysm at 6 to 7 r. m.; 
yawning and nausea before the ^hill; chill starting from the 
back; shaking chill, great coldness even in bod, as if lying on 
ice; left sided chill {carbo. veg., opp, hry,); numb, icy cold hands 
and feet; cutis anserina; chilliness in the morning, followed by 
great heat; sour vomiting between the chill and the heat; sour 
vomiting during the hot stage; sore, pressive pain in the region 
of the liver; burning as from glowing coals between the scapu¬ 
lae; profuse sour sweat on the body; perspiration immediately 
after the chill {caust); thh'st after the sweat. 

Menyanthes.—In irregular intermittents ^^hen the cold stage 
predominates; quartan fevers; ravenous hunger; great desire 
for meat (opp. sulph., arnica); coldness of the distal parts; 
coldness in the abdomen, aggravated by pressure; the hands and 
feefc are icy cold, the rest of the body warm; great heat without 
thirst; flushes of heat with hot ears and cheeks; sweat contin¬ 
uing all night. 

» 

Natrum miir.—^In quotidian intermittents in new districts; 
after abuse of- quinine; the intermission is never very clear; 
sallow complexion; stitches in the hepatic region between the 
paroxj^sms; loss of appetite; bitter taste {bry.,puls.); dry, white- 
coated tongue; feeling as of a hair 4Dn the tongue (/cah* hich.); 
herpes on the lips, (ars.); ulceration of the comers of the mouth; 
frequent vomiting of water and fliucus before the chill; chill 
from 10 to 11 A, M.; long-lasting, violent chill with blueness of 
the lips and nails (nux); thirst for large quantities of water 
and often {hry.); prolonged heat with thirst; hammering frontal 
headache; excessive weakness during the heat; red sandy sedi¬ 
ment in the urine ( lyc. ); cutting in the urethra after micturi¬ 
tion; profuse sweat which relieves all the pains except the head¬ 
ache (eupat perf.). 
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Nux vomica, —Anticipating intermittents in thin, slender 
individuals; irregular paroxysms, at night or early morning; 
gastric and bilious symptoms i^redominate; tongue coated, white 
or yellow; must rinse the mouth, it tastes so bitter; constipation; 
soreness of the spine; extremities feel as if paralyzed at tlie 
onset of the chill; heat or sweat, occAsionally before the chill; 
shaking chill with blueness of the face and hands; pain in the 
sacrum during the chill; severe, long-lasting chill, not relieved 
by warmth; congestive chills; great thirst, es])ecinliy for beer, 
during the heat; long-lasting, burning heat, yet can neither un¬ 
cover nor stir without feeling chilly; headache, vertigo, pain in 
chest and vomiting during hot stage; sweat without thirst; pro¬ 
fuse sweat after the severest paroxysms; chilliness on moving 
the bedclothes; extreme sensitiveness to the cold air {camph., 
COCC-). 

Opium,—Is especially adapted to children and old persons; 
great drowsiness in all the stages; stertorous breathing; face 
bloated, dark red and hot; twitching of the extremities; con¬ 
gestive chill. 

Podophyllum. —In bilious temperaments; loss of api^etite; 
breath offensive and disgusting to the patient; tongue coated 
white, shows the imprints of the teeth {merc.)\ morning diar¬ 
rhea, changeable in character; pressing i)ains in the region of 
the liver and spleen; severe backache before, but not during, the 
chill; chill at 7 A. M.; great loquacity during the chill; 'dull ach¬ 
ing in the joints of the extremities; no thirst during the chill; 
dieat with excessive thirst, commencing even during the chill; 
violent pains in the head; i^rofuse sweat; sleeps during the 
sweat {apis). 

Polyporus. —In stubborn quotidian intermittents; the inter¬ 
mission i& short and the paroxysm begins mostly in the morning; 
there is considerable derangement of iae abdominal viscera, 
with dull headache and jaundiced skin; numb sensations aiter 
the paroxysm; chill begins in the inter-scapular region {caps.); 
headache; slight thirst; mild but long-lasting fever; inertia 
and lassitude; very little thirst during the fever; the face is hot 
and fiusheS; slight but long-lasting sweatwitho\^t thirst; rarely 
of service in autumnal intermittents. 
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Pulsatilla. —^Adapted to women and cMldren, and to individ¬ 
uals of mild, sensitive temperament; irregular types; quartan 
iutermittents; relapses from dietetic errors; recurring every 
fourteen days; all stages of paroxysm are mild and frequently 
mixed up; constant chilliness and headache during the intermis¬ 
sion; changing symptoms; tongue thickly coated, white or yel¬ 
low, and covered with a tenacious mucus; bad taste in the mouth 
in the morning; disgust for fat food (opp. niuc); mucous diar¬ 
rhea; profuse watery urine; diarrhea and drowsiness the day 
before the paroxysm; chill at4p. M., without thirst; one-sided 
'Coldness; chilliness over the abdomen extending around to the 
back; acidity of the stomach, and vomiting of mucus and bile; 
chill and heat simultaneous (ars.); dry heat of the body with 
distended veins, and burning hands; thirst only during the heat; 
■external warmth is intolerable (septa); desires to be uncovered 
(apis); feels for cool places in the bod; one-sided sweat, mostly 
on the left side; talkativeness when sleei^ing during the sweat; 
chlorotic states; menstrual irregularities. 

Quinine .—(Cliininm sulph) In tertian intermittents when 
the paroxysms recur at the same hour; and in quotidian inter¬ 
mittents that anticipate two hours everyday; the intermissions 
are clearly defined; there is great debility, prostration and thirst 
between the paroxysms; the urine is fatty and deposits a straw 
yellow or brick-dust sediment; pain in the region of the liver 
and spleen; ringing in the ears; dizziness and enlarged feeling 
in the head; pain in the dorsal vertebrae on pressure, during the 
paroxysm; decided shaking chill with thirst at 3 P. M. ; shaking 
chill with severe pains in the left hypochondrium; chill with 
blueness of the lips and nails (nux); heat, with great thirst; 
general heat, with redness of the face; enlargepaont of the veins 
of the legs and arms; delirium during the hot stage; heat grad¬ 
ually passes into sweat; violent heat, with frequent ^yawning 
and sneezing, followed by copious sweat; sweat, with thirst; 
profuse sweat during perfect quiet; sweat relieves all other 
symptoms, but aggravates the headache; drinking is generally 
grateful and affords relief. 

Rhus tox. —In quotidian intermittents which tend to run into 
remittents; relajj||Bs from getting wet; evening paro^sms; burn¬ 
ing in the eyes; yawning and stretching, and a feeling in the maxil- 
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lary joint as if sprained, before tlie paroxysm; dry, teasing cough 
before and during the chill {runiex)\ none during tlie heat; 
(during the heat, aconite) \ tongue coated white with red, dry, 
triangular tip; stretching and pain in the limbs; chill aggravated 
by drinking; constant chill, as if cold water was poured over 
him (Zed); feeling as if the blood w.as running cold through the 
vessels (opp, ars.); alternately red and pale face; fever may 
either precede or succeed the chill; excessive heat as from hot 
water running through the vessels; great restlessness, constantly 
changing position (ars., opp. hry ,); thirst for cold water or cold 
milk; drinks little at a time but often; profuse sour morning 
sweats; sweat even during the heat; sleep during the sweat; 
urticaria which passes off with the sweat. 

Sabadilla.—The chill predominates; chill always passes from 
below upwa w fa (oppw tvra/.); dry, spasmodic cough during the 
chill, with tearing in the linibs; par oxysm s recur «t iih© same 
hour {(iron., ccdron ); constant chilliness during the intermission; 
alternate attacks of hunger and loathing of food. 

Sambucus. —When the perspiration continues through the 
intermission; profuse sweat when awake, dry heat during sleep; 
deep, dry, racking cough, for half an hour before the chill. 

Sepia. —In chronic cases; intermittents in pregnant and nurs¬ 
ing women; monthly paroxysms; perfect absence of thirst (pu Is .); 
coldness begins in the feet and passes upAvards; chilliness from 
motion {nux)\ sensation as if the limbs and fingers were dead; 
icy cold and damp feet all day, like standing in cold water; ex¬ 
ternal warmth unbearable {puls.); flushes of heat {sulph.); ver¬ 
tigo; sensation as if hot water was being poured over him, dur¬ 
ing the heat; profuse sweat in the morning after awaking. 

Sulphur. —In chronic cases and in chronic malarial cachexia; 
great prostration after every paroxysm (ars.); with thirst for 
beer; diarrhea in the eafly morning; chill begins in toes or sa¬ 
crum; icy coldness of the genitals; dry skin with heat and burn¬ 
ing in the solos of the feet during the fever; sweat from the least 
exertion (mere.); profuse sweat at night, with restlessness; suh 
phur is often serviceable to arouse^ the reactive power of the 
system. ' 

YeFatrum alb.—In pernicious malarial fevers; children’s 
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interlnittents, when the paroxysm begins at 6 a. m.; seTore long- 
lasting chill; chill with coldness and thirst; profuse cold sweat, 
with deathly paleness of the face; desire for cold drinks; great 
tifehaustion daring the intermission. 

TBEATMENT FOB THE SEQUELS. 

Merc. enlarged spleen. It may be given inter¬ 

nally from the 2nd to tlhe ^th trit, and also used as an ointment, 
of five per cent, strength, exterttaHy. 

Fhosphorns for deranged liver. 

Chelidoninm for obstinate neuralgia of the fifth after 

masked intermittents. 

Arsenicum and Natrnm Mur. for chronic malarial cachexia. 

Ferrum or Arseniaie of Iron for anaemia and debility before 
the occurrence of oedema; and Pulsatilla when chlorosis and 
hydrmmia have been induced. 

PALLIATIVE AND DIETETIC TEEATMENT. 

During the intermission a nutritious diet should be indulged 
in. Meat essence or beef tea, tender meat, milk, and fre¬ 
quently wine may be taken. 

When gastric irritability continues during the intermission,, 
benefit will accrue from the use of milk or beef tea and pepsin 
enemas. At the onset of the paroxysm the patient should take 
to the bed, and abstain from all manner of food until it is over. 
During the stage of chill relief is frequently experienced 
from galvanism applied to the spine. Too much covering is 
generally burdensome, and should not be allowed. Should this 
stage be protracted, or the vital powers become weakened, stim¬ 
ulants and external warm applications must be resorted to. As 
the hot stage approaches the bed-covering may be gradually re¬ 
moved, and the body frequently sponged with tepid water if the 
heat is very great. During the sweat‘stage allow the patient to 
rest; wipe away the sweat with warm cloths, and change the linen 
when the sweat is excessive. 

Use stimulants whenever there is a tendency to collapse in 
debilitated subjects. But unless specially heeded all alcoholic^ 
beverages should be strictly avoided. * 



LECTURE V. 

Simple Remittent Fever. 

I shall invite your attention this morning to the second in our 
list of malarial fevers, namely: Simple Bemittent Fever. 

Deflilition.—A continued fever witli daily exacerbations, due 
to the presence of the bacillus malaria? in the blood. It is 
ushered in by a chill, and is characterized by frontal headache, 
epigastric uneasiness, functional disturbance of the liver and 
occasionally jaundice. Toward the end of the first week the 
daily remissions may become less and less distinct, and typhoid 
symptoms supervene. The average duration of simple remit¬ 
tent fever is two weeks. Mild cases may terminate within six 
4lays. Uncomplicated cases rarely prove fatal. Aft-^r death, 
evidences of catarrhal inflammation of the intestinal tract, with 
bronzed liver, and pigmentation of the blood and tissues are 
found. 

Synonyms.—Bilious fever, bilious remittent fever, continued 
fever, acclimative fever. 

V 

Historical Notice.— Simple remittent f^ver is pre-eminently a 
disease of warm climates and malarial districts. In this coun¬ 
try it is most prevalent in the southern and western states, and 
may be endemic during the summer^ and autumn months. It 
is the fever of Hungary, Africa, and the Pontine marshes of 
Italy. Alexander the Greaty James L and Oliver Croni'well are 
said to ha^e died of it. 

Etiology .-^This has been considered already in our lecture 
70 
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on simple intermittent fever. Nodpubtoan at the present day be 
reasonably entertained but that an intenser action of the same 
malarial poison—^the bacillus malarise—which gives rise to inter¬ 
mittent fever, can produce remittent fever. Malarial epidemics 
frequently begin as intermittents> change to remittents at their 
lieight, and return to intermittents during their decline. As a 
rul^, the two forms of fever do not prevail in the same locality 
at the same time. Sporadic cases due to peculiarities of con^ 
stitution and differences in susceptibility to the poison may 
however occasionally occur within the same area In the same 
latitude, malarial fever may be remittent along the sea coast, and 
at the same time intermittent on the high lands' Simple remit¬ 
tent fever has the same geograpffical limits, and is governed by 
the same laws of development and distribution, as simple in¬ 
termittent fever. Its boundaries, from 63° north latitude to 57° 
south latitude, encircle the earth as with a broad, irregular belt, 
running in the main parallel with the equator. At the northern 
and southern limits of this malarial zone the types of fevers are 
rare as to frequency and mild in character, but become extremely 
prevalent and severe on approaching the equator. Other things- 
being equal, remittents require a higher average range of tem¬ 
perature than is necessary for the development of intermittents. 

Clinical History.—Tlie premonitory stage of this disease is 
usually short, but its attending phenomena are well marked. 
The initial symptoms are those of general malaise, with head¬ 
ache, sleeplessness and oppression in the epigastrium. After 
twenty-four or forty-eight hours the attack commences, not 
gradually but abruptly, and mostly with a chill. As a rule, the 
chill is not so severe nor of as long duration as that of intermit¬ 
tent fever. It appears as a general coldness of the surface, 
rather than as a shaking of the body with chattering of the 
teeth. During the chill, as in the cold stage of intermittents, 
the thermometer in the axilla will shew a rise of two or three 
degrees in the temperature of , the body. Accompanying the 
chill there is intense headache, with pain in the back and limbs. 
Following the chill, which is from half an hour to an hour in 
duration, the febrile condition appears, and continues unabated 
for six, twelve, or even forty-eight hours. The temperature may 
at this period of the attack reach 106° or 106° Fahr. The skin 
becomes hot, dry and harsh. The pulse increases in force and 
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irequencjr; but seldom exceeds 110 or 115 beats to the minute. 
The face becomes flushed and the eyes suflused. The patient is 
restless, sleepless, and incapable of mental exerdoiL The op¬ 
pression and tenderness at the epigastrium increase, and nausea 
and vomiting become more persistent. The vomiting is at first 
of the contents of the stomach, and afterward of a stringy mu¬ 
cus, tinged with green. In severe cases, black vomit may occur. 
The tongue becomes coated, and there is great thirst. The uri¬ 
nary secretion becomes scanty, and is loaded with urea. The 
bowels are usually constipated at the beginning of the attack. 
When diarrhea occurs, the stools are tinged with bile. After 
continuing with ihcreasing severity from ten to twelve hours, 
these symptoms begin to subside; a slight perspiration appears 
upon the forehead, and extends in a short time over the entire 
body; the pulse falls ten or twenty beats per minute, but never 
reaches the normal. The thirst diminishes and the irritability 
of the stomach lessens. The headache almost disappears and 
the patient falls into a quiet and refreshing slumber. The tem¬ 
perature declines as the symptoms abate, but never entirely 
reaches the natural standard. Usually in from four to twenty- 
four hours the febrile movement re-appears with increased se¬ 
verity, preceded or not by a slight chill. The patient’s discom¬ 
fort again increases, and the restlessness becomes extreme. The 
headache returns, and delirium may at times appear. The gas¬ 
tric symptoms are now marked and severe. The tongue is thickly 
covered with a yellowish coating. The skin becomes hot, di’y 
and jaundiced. 

All the symptoms of this, the second exacerbation, resemble 
those of the first, but are more severe and of longer duration. 
The partial subsidence of the fever is attended by a less profuse 
perspiration than during the primary paroxysm, and the remis¬ 
sion is not so well marked. 

The period of increase of fever is knowflf as the exacerbation. 
The time that elapses between - the subsidence of the fever and 
the apx>earance of the ex^erbation is called the remission. 

Exacerbations and remissions are characteristic of a fully de¬ 
veloped case of simple remittent fever. The exacerbations are 
apt to occur about midday, and the remissions at midnight. In 
protracted cases the remissions may not occur until morning. 
Oftentimes the paroxysm follows the double tertinn type, and 
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then the exacerbation occurs one day in the morning and the next 
day in the afternoon. In severe attecks, the paroxysm may be 
that of a double quotidian. One paroxysm will then appear at 
noon and another at midnight; the remissions tal^g place in 
the evening and morning. t 

After the second paroxysm the advance is various. Usually 
on the third day the exacerbation again appears, severer in form 
and of longer duration than the preceding one. The remission 
succeeding is proportiOTately more incomplete. From day to 
day the febrile symptoms continue to recur and abate, until 
the remissions disappear and the fever assumes the continued 
typo, or else become more marked, and eventually pass into in¬ 
termissions. In favorable cases the disestee shows signs of de¬ 
cline after the fifth exacerbation. If, however, the disease pro¬ 
gresses, by the end of the first week thd remissions are no lon¬ 
ger discernible, and the fever becomes a continued fever. 

A 

Each returning exacerbation from this time on tends only to 
lower the patient into that typhoid state which is frequently 
mistaken for typhoid fever, but which is liable to occur in all 
fevers. The skin now feels extremely dry and harsh; the coun¬ 
tenance is dark or fiushed; the tongue becomes parched; dark 
and black matter, called sordes, collects upon the teeth; a brown¬ 
ish diarrhea at times takes the place of the constipatioii. In 
some cases there is local tympanites. Muscular debility is usu¬ 
ally great. The pulse numbers 120 or 140 beats per minute, and 
is small, thready and feeble. All the S 3 Tnptoms deepen, and 
ataxic phenomena appear. Deglutition becomes difficult. The 
patient is unable to raise himself, and is continually^ sliding 
down in bed; his hands tremble, and there is subsultus tendi- 
num and earphologia. 

This order of things may continue for a week or fen days; 
when, if the patient is to enter upon convalescence, remissions, 
frequently attended by a critical discharge from the kidneys, 
bowels or skin, become more and more marked, and the febrile 
exacerbations gradually disappear. In fatal oases the remissions 
do not take place, but the typhoid symptoms deepen, and death 
ensues either from exhaustion or as a consequence of complica¬ 
tions. Death from exhaustion occurs more among the aged, 
and in intensely malarial regions. Otherwise, death within the 
first three weeks is almost always the result of inflammatory 
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complications. Merungitie, gastritis and pneamonia are among 
the most frequent complications; while chronic hepatitis and 
splenitis appear later, and may be considered as sequels rather 
than as complications. The sequels are oftentimes more to be 
dreaded than the diseasa . 

When simple remittent fever is accompanied by a more than 
usually severe gastro-hepatic catarrh, as evidenced by excessive 
bilious vomiting and jaundice, it has been termed by some writ¬ 
ers, bilious remittent fever. 

ANALYSIS OP CHART. 

Chill.—The onset of the fever is generally abrupt, usually 
with a chill. The chill is less complete and of shorter duration 
than that of either intermittent fever or pneumonia. A general 
coldness of the surface is present at the beginning of the chilly 
sensation. The shaking of the body and chattering of the teeth, 
common in intermittents, are not experienced in remittents. 
There is rarely a marked chill after the first paroxysm. 

Paroxysms.—The paroxysms during the first week are made 
up of exacerbations and remissions. When the fever is prolonged 
into the second week the remissions disappear, and reappear 
only as convalescence begins to be established. Tfie tempera¬ 
ture of simifie remittent fever varies from 100° to 105° Fahr. 
During the first two days it is from 1° to 2° lower during the 
remission than during the exacerbatiom At the time of the in¬ 
itial chill it is from 2° to 3° above the,norm4L After the third 
day, unless convalescence sets in, there is but little fluctuation. 

The Circulatory and Respiratory Systems. —The pulse 
increases in frequency as the temperature rises, and may reach 
110 or 120 beats per minute, in the primary paroxysm. During 
the first remission it may fall ten or twenty beats per minute. 
After the third paroxysm it becomes more frequent, and is 
apt to be small, thready and feeble, ^ij^he resjiirations are 
moderately accelerated during the e.*acerbations of the first 
wA^k;, and may range from 20 to 25 per minute in uncomplicated 
oases. During the period after the first week the respirations 
may be either hurried and shallow, or else abnormally slow. 

The Nervous System.—Headache is one of the earlier and 
hiore constant symptoms. It is usually present among the pro¬ 
dromes. It is most severe during the first week, and terminates 
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CHABT lTl.—rSifnple Bemiitefit Fever. 


Premonitory 

iSymptoms: 

Malaise, Nausea, . < Cepholaliflft^ Coated Tongue. 1 

V . • . .4 

Initial.Symptoms 

Abrupt chill. A genec:^Ool(ineB8, lasting from‘/i to 1 hour. 

General 

Symptoms: 

j 

During first week. 

After first week. 

1 

Form, 

QuptldJan, Double Tertian or Double 
Quotidian. 

Continued fever. 
Exacerbations 
%rithout remissions. 

Stage, 

Exacerbation, 

Kemisslon. 

___OL_ 

Temperature: 

to 106®, 

Partial Subsidence op all Symptoms: 

The temperature and pulse never reach the natural 

standard. 

103® to 106®. 

PuIbo : 


Small and feeble, 

120 to 140 
per minute. 

Repplratlon: 

Hurried, 

„ Quick. 

Nervous system: 

Thi*obblng headache, 
Restlessness, ' 
Sleeplessness, 

Active delirium, 
Subsultus tendlnum, 
Cavpholngia. 

Stomach: 

Thirst, nausea. 
Epigastric uneasi¬ 
ness. Vomiting of 
KTeen. stringy mucus 

Vomiting 
less constant. 

Face: 

Flushed, 

Flushed. 

Ey('B: 

Suffused, 

Dull and 
expros.sloiilofe8. 

Muscular system: 

Violent pain in back 
an4 limbs. 

Great muscular 
debility. 

Urine: 

Scanty, , 

Loaded with urea. 

Skin: 

Dry—yellow, 

Slight perspiration, 

Dry, hot and 
jaundiced. 

Tongue: 

Fellow coating. 

Bry and fissured. 
,S(>rd€8 on teeth. 

Bowels: 

Constipated. Diarrhoea at close of week. 

_ _ __ - 

Brownish diarrhoea. 

Complications: 

Meningitis, Cerebritls, Qastiiti^ Enteritis and Pneumonia. 

Sequels: 

* 

Chronic hepatitis and splenitis. 

• 

f 1 

mm 

14 days. May terpiinate before thie fifth day. 

r 

Prognosis: 

Favorable. 

f • 

Etiology: 

The DaciUus Malariee. 
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after that time upon the advent of delirium. Wakefulness is 
often a prominent and annoying symptom. Subsultus tendhium, 
oarphology or grasping in the air, and picking at the bedclothes, 
may appear during the typhoid state in cases prolonged beyond 
the first week. 

The Digestive Tract. —The affections of the digestive sys¬ 
tem consist mainly of perverted functions, and of catarrhal con¬ 
ditions of the mucous membrane of the alimentary tract. The 
tongue is at first coated Vdth a whitish or yellowish-white fur. 
The edges present, as in malarial diseases generally, a pectini- 
form appearance; the%iargins are smooth, and both present a 
clearer appearance and a brighter hue than the remainder of the 
surface of the organ. After the first week, in severe cases, the 
tongue becomes parched, and at times cracked. « Sordes begin to 
collect upon, the gums and teeth, if the fever runs high and is 
prolpnged beyond the first week. 

Thirst is a prominent symptom, especially during the exacer¬ 
bation. Nausea and vomiting are invariably present. The mat¬ 
ters ejected usually consist of thin, stringy mucus, tinged with 
green. In severe attacks there may he a slight amount of black 
vomit Epigastric tenderness is generally well marked. The 
liver is slightly enlarged in most cases. Constipation is a com¬ 
mon symptom. When diarrhea occurs, it is usually mild, and 
the evacuations are brownish in character. In rare cases it may 
be so excessive as to endanger the life of the patient from pros¬ 
tration. The skin is generally dry and more or less jaundiced. 

Morbid Anatomy.—The pathological changes of simple re¬ 
mittent fever resemble very much those of simple intermittent 
fever. And as both types of fever are due to the action of the 
same malarial poison, with only a difference in quantity, the 
same characteristic changes in the blood are experienced in both 
T^dth a difference only,in degree. The number of red blood 
globules is diminislied in botli, as is also the amount of fibrin 
and albumen. And there is an accumulation of a variable 
amount of yellowish-red, brown or black pigment matter. This 
pigment matter (Fig. 9) is present in the foimi of granules or of 
cells containing granules, in the blood, spleen, liver, kidneys, 
brain, spinal cord, etc. These granules are oftener present in 
remittent than in intermittent fever. Their accumulation in the 
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general circulation can easfly be shown in a throp of blood drawn 
during life, after a series of paroxysms have occurred. By some 
writers the spleen is thought to be the point of origin of this 
piginent matter; and by others the pigmentation is believed to 
bo due to the hsematine, which has escaped from th^corpuscle in 
consequence of changes in the plasma as regards the amount of 
albumen and sodium chloride it contains. The latest and most 
probable theory is that the granules owe their origin to the 
changes in the red corpuscle, caused by the destructive action of 
the bacillus malarisB. 

The spleen is somewhat enlarged in limple remittent fever, 
but not to the same extent as in simple intermittent fever. The 
tumor seldom extends below the margin of the ribs. The 
changes in the«r alimentary tract are such as attend gastro-intes- 
tinal catarrh. The mucous membrane of the stomach and in¬ 
testines is more or less- congested, thickened and softened. In 
the intestinal canal, the Peyerian patches are usually enlarged, 
and at times ulcerative changes may have taken place. The 
mesenteric glands are frequently hyperfemic, but are neither 
enlarged nor granular. 

The Liver.—The characteristic pathological lesion of remit¬ 
tent fever is the bronzed liver. 

This discoloration is imiformly present, though it may vary 
in ' degree in different types. It is bronzed without and olive- 
green within, and is due to the pigmentation of the liver tissues. 
The organ is seldom much increased in size. 

Differential Diagnosis. —Simple remittent fever is readily 
distinguished from simple intermittent fever. Each paroxysm 
of simple intermittent fever begins with a chill; While in simple 
remittent fever, after the primary paroxysm, there is rarely a 
marked chill. In intermittent fever ^there is a time when the 
patient is free from fever—the intermission; while in remittent 
fever, there is no time, not even during the remission, when the 
patient is entirely free’from fever. 

The symptoms^ in remittent fever simply grow and decline, 
they do not as in intermittent fever, appear and disappear. 

Bemittents . often pass into intermittents, and vice versa. 
Simple remitted fever ought not to be confounded with typhoid 
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fever. And yet, after the patient has passed the first week and 
entered the typhoid state, the mistake may easily be made. 

The sudden appearance of remittent fever stands in marked 
contrast to the insidious approach of typhoid fever. The range 
of temperathre during the first week is very different During 
the first week the remissions are very distinct in remittent fever, 
and there is frequently marked jaundice. The gastric symp¬ 
toms (nausea and vomiting) are common and severe in remit¬ 
tent, but quite rare in typhoid fever. Pigment granules are 
generally present in the blood of remittent fever patients, but 
are never found in typhoid fever. Epistaxis, bronchitis, and 
the rose-colored spots so common in typhoid fever, are seldom 
seen in the typhoid state of remittent fever. 

The “pea-soup” discharges of typhoid fever are entirely 
different from the brownish evacuations of remittent fever. 
The livid countenance, sleeping stupor, deafness, and tympa¬ 
nites are almost peculiar to typhoid fever. 

The post-mortem clianges are gastric and hepatic after remit¬ 
tent fever, and enteric and splenic after typhoid fever. Remit¬ 
tent fever is developed only in malarial districts; while typhoid 
fever frequently prevails where remittents are unknown. 

Remittent fever differs from typho-malarial fever in the early 
appearance of enteric symptoms, and the well-marked typhoid 
phenomena of the latter. Typho-malarial fever has usually a 
longer prodromal stage than simple remittent fever. 

The differential diagnosis between simple remittent fever and 
yellow fever is sometimes attended with considerable difficulty. 
Pigment granules are found in the blood of remittent fever pa¬ 
tients, but not in that of yellow fever victims. 

Hemorrhage from the stomach, and albuminous urine, though 
seldom found in remittent fever, are frequent symptoms in yel¬ 
low fever. The headache of yellow fever is occipital, while that 
of remittent fever is frental. One attack of yellow fever pro¬ 
tects from a second, while one attack of remittent fever rather 
predisposes to another attack. 

In yellow fever death may take place on the third day. The 
severest cases of remittent fever never end fatally before the 
Seventh day. Simple remittent fever is always a country fever, 
while yellow fever is a disease of cities and sea-port towns. 

g 

Prognoses. —The prognosis in simple remittent fever is gen- 
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erally good. In our latitude fatal cases should rarely occur. 
As a rule, the prognosis is less f ayorable in tropical than in tem¬ 
perate climates. In the southern states where the severe forms 
are encountered, a fatal termination is of frequent occurrence. 

The favorable indications are; The early subsidence of the 
gastric symptoms; a lowering of the temperature range and a 
decrease in the frequency of the pulse; a turbid appearance of 
the urine and the formation of vesicles about the lips. Decided 
and prolonged remissions accompanied by copious perspiration 
are always signs of approaching convalescence. 

On the other hand, short and incomplete remissions with a 
tendency to collapse at the close of the exacerbations are un¬ 
favorable signs. Other suspicious symptoms are increased fre¬ 
quency and extreme weakness of the pulse; dryness and black¬ 
ness of the tongue; hiccough; intense icterus, and retention or 
suppression of urine. The advent of cerebral symptoms or of 
pneumonic or gastric complications are additional alarming 
danger signals. 

An attack of simple remittent fever predisposes to subsequent 
attacks of simple intermittent fever, while such sequels of the 
latter disease as enlargement of the spleen, anaemia and general 
<h‘opsy, occasionally follow. 

Duration.—The average duration of simple remittent fever 
is fourteen days. Favorable cases often terminate in an inter¬ 
mission on the fifth day. Severe or ill-managed cases may be 
protracted for three, five or even six weeks. 

Treatment. —The prophylactic treatment is the same as for 
intermittent fever. 

Gelsemium, hryonia, cupator^um md quinine axe the principal 
renledies during the attack. 

Oelsemium is especially useful daring the first week, and 
will often terminate the fever before thei fifth day; it is adapted 
tcj cases coming on in the autumn, and recurring in spring; in 
infantile remittents it is a valuable remedy; the exacerbations 
are apt to occur at midnight, while the remissions appear in the 
morning, and are frequently accompanied by perspiration; there 
is early and almost complete loss of muscular power; th'e pulse 
is la^e, full and quick, but not very hard; the face frequently, 
iias a crimson flush; there is intense frontal or occipital heod^ 
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Bc}ie; tbe head {eels as big as a bushel; the tongue has a pole 
red color or else is covered with a yellowish white coat, and there 
is a slimy, bitter taste in the mouth. 

Bryonia; like gelsenlium, is particularly indicated during the 
first week of the fever. It is adapted to pale complexioned, irri¬ 
table people. The exacerbations come on in the afternoon, and 
the remissions are not well marked. The headache is a painful 
pressure or tearing pain, relieved by lying down. Delirium, 
when it ocours, is usually about business affairs. The tongue is 
thinly lined with mucus;^the lips are parched, dry aftd cracked; 
the taste is fiat and pasty; the vomiting is bilious in character, 
and occurs especially after drinking; the bowels are constipated, 
or else the discharges are diarrheic mixed with mucus, and of a 
deep brown color; the urine is either watery and clear, or else 
yellow with a yellow sediment. At times there is a marked dis¬ 
position to perspir^. 


Eupatorinm perf. is adapted to summer and autumn remit¬ 
tents that are attended by severe bilious symptoms; there is in¬ 
tense occipital headache; the tongue is coated with a thick, yel¬ 
low fur; vomiting occurs after drinking; there is fullness and 
tenderness in the hepatic region, with stitches and soreness on 
moving; the urine is scanty and dark colored. Aching in the 
bones witfi sorene^ of the flesh stands out a prominent char¬ 
acteristic in renlittent as well as intermittent fever. 


Ipecac may be needed when the gastric irritability is strongly 
marked; there is frontal headache, with disgust for food, espe¬ 
cially greasy food; nausea, with regurgitation of the ingesta; 
pale yellow colqj: of the skin. 


Podophyllum renders excellent service when there is much 
ii^testinal irritation, and the febrile symptoms are strongly 
rhaxked;* gastro-intestinal and hej^tic symptoms predomi¬ 

nate; there is violent fleadache wi^h excessive thirst; at times 
the headache alternates with diarrhea!; the evacuations are bil- 
iot{s in chara^et, and there is a sense of fullness in the hepatic 
rpgipn, with Wisting pains; saUowness of the skin is a common 
^ l^tiendanti ^ ^ 

of service at the commencement or at the 
Vhon remissions are well marked, and the fever as- 
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sumes a more or less distinctly intermittent type; it should be 
administered 9 nly during the remission; the pulfee is frequently 
fluctuating in character; it may be Treak and thready during'the 
remission, but full and compressible during the esttrcerb^^feion; 
humming in the eavs, with a sense of lightness across ver* 
tex, or with a sense of rumbling through the occiput is a strong 
indication for this remedy. • 

Mercurius may prove useful in weak, delicate individuals, 

during the first week, when there is intense fever in the evening, 

most violent at tnidnight; the eyes andpkin are yelldi^^; the'head- 

ache is worse on lying down; the taste, eructaUohs and vomitfag 

are all bitter; there is great desirS for sour or piquant things; 

the tongue is lined with whitish mucus or a dirty yellow -fur; 

the evacuations from the bowels consist of large quantities of 

bile and mucus; the stomach and liver are sensitive t^fpressure; 

the urine is of a dark red color, as if mixed with blood. 

« ^ 

Nux vomica in irritable sanguine tenfperaments; it is mainly 
useful in the early stages; the patient is exceedingly irritable 
and wishes to be alone; the complexion is bright red with a yel¬ 
lowish tinge; the tongue is dry or coated, with bright red edges; 
adapted to men more than to women. * 

Baptisia.—After the first week, fot the early stages of the 
typhoid state; there is great nervous restlipB^ess; the pat^e^^t■ 
thinks the head is scattered over the bed; must toss about to get 
the pieces together; sensation as though there were a second self 
l)Gside the x>fttient in the bed; the headache is dull and stupefy¬ 
ing; the patient falls to sleep in the midst of an answer;^ the 
stupor resembles* tfoit of arnica and opium; the pulse is full and 
slow; the tongue is dry, with a brown streak down the cfenter;' 
the breath is foetid; sordes collect on the teeth; there is sinking, 
at the stomach, and the patient can swallow only liquids ^ the 
urine is high-colored, and the evacuations from the bowels jOre 
dork and offensive. . * 

A 

Opium is indicated after the first week for thb cpm^tose state J 
the stupor is complete; the respirations are stertoro&s;' 
stools ore involuntary, and the face is dark, red, and blO^te^ 

Bhus tox* for coma, less pronounced fiian tliat of opium;’ the 
mental operations of the patient are slow and difficult; thei^ is 
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restless sleep with frightful dreams; the patient talks incoher- 
ently; the tongue is red at the tip in the shape of a triangle; 
the lips are dry and covered with brown crusts. 

Hyoscyamus for continuous delirium, illusions and hallucina¬ 
tions; the patient jumps out of bed and attempts to run away; 
he has no wants except thirst; there is muttering, with picking 
at the bedclothes, and at times subsultus tendinum; the tongue 
is red or brown, dry and cracked; the stools are involuntary. 

Belladonna for violent delirium with attempt to run away, to 
strike, bite or spit at attdfcdants; tliere is a disposition to tear 
things to pieces; the symptoms point to brain congestion; the 
tongue is red at the margin and white in the centre. 

Arsenicum alb* may be needed for asthenic conditions in 
cases prolonged beyond the first week; weak, debilitated individ¬ 
uals often require arsenic during convalescence. 

Pulsatilla in fevers that run a slow course; it is suitable to 
women and children more than to men; the exacerbations take 
place in the evening; there is extreme averaion to animal food; 
the taste is bitter, and there is vomiting of mucus and bile; 
there is a whitish mucous ccJating on the tongue; the stomacli 
and liver are sensitive to pressure; there is nightly diarrhoea, 
and the stools are watery or green like bile; pulsatilla will often 
relieve the excessive hunger that appears during convalescence. 

Crotalus and Pljosphorus have been suggested for the intense 
icterus of remittents in southern latitudes. 

For further therapeutic indications I will refer you to the 
treatment of simple intermittent fever, as given in the previous 
lecture. 



LECTURE 

Pernicious Fever. 

The tlxird and last of the fevers caused solely by the presence 
in the human organism of the highly active malarial poison— 
the bacillus malaria?—is Pernicious Malarial Fever. 

Definition.—It is a malignant and destructive malarial fever, 
characterized by special dangerous local afiections in important 
organs. It may take the form of either an intermittent or a re¬ 
mittent. The pernicious attacks are of the tertian or quotidian 
type, and may occur at any time of the day or night. The per¬ 
nicious symptoms usually appear with the second or third 
paroxysm. Pernicious fever is not infrequently epidemic, and 
may assume one of the following varieties: the the 

delirious, tlie choleraic, the algi^, the colliquixUvc or the icteric. 
It tends to terminate fatally unless controlled before the third 
paroxysm. 

Synonyms.—It has been called Congestive fever, Malignant 
Intermittent, Malignant Remittent, Ardent fever, Jungle ever, 
and Tropical typhoid fever. 

Histqry.—Pernicious fever is a rare disease in ncgrthem lati¬ 
tudes, but is quite common in the vicinity of the rice plantations 
of the southern state^ It tends to prevail at certain epochs in 
warm and intensely iRlariaf districts. Dr. Daniel Drake states 
that of the interior valley of North America, the regions in 
which it has most freqileritly prevailed are, “ the level portions 
of Alabama, Mississippi and Louisiana, the southern shore of 
Lake Michigan from Chicago around to St. Joseph river, and 



90 


LECTUBES ON FEVERS. 


of Lake St Clair and Lake Erie, from Lake Huron to Lake 
Ontario, near the estuaries of the creeks and rivers.” 

Etiology, —The exciting and predisposing causes of pernicious 
fever are similar to, but more intense than those of the other 
malarial fevers. A higher average range of temperature 
Fahr.), than is necessary to produce either simple intermittent 
or simple remittent, is required for its development. 

Varieties. —The following well-marked and distinct forms 
may be mentioned: the comatose varietij which is characterized 
by a tendency to coma; y||B delirious variety, characterized by 
a tendency to delirium; the choleraic variety, characterized by 
vomiting and purging with choleraic symptoms; the algid variety, 
characterized by marble-like coldness of the cutaneous surface; 
the colliquative, characterized by profuse sweating; and the 
icteric which is characterized by acute jaundice. 

Clinical History.—Pernicious fever may begin abruptly, but 
generally its prodromes do not differ from those of the other 
malarial fevers. In the majority of the varieties the attack 
commences with a severe and prolonged chill. The paroxysm 
at this time may assume the form of either an intermittent or a 
remittent fever. One or two malarial paroxysms of the inter¬ 
mittent or remittent forms usually occur before the pernicious 
character of the fever appears. The type may be quotidian, 
tertian or quartan. Pernicious symptoms usually manifest 
themselves during the second or third paroxysm. In the quo¬ 
tidian type the pernicious attack occurs after the second or third 
day. In the tertian type it may not appear until the second 
week. A mild form of malarial fever may pass into a pernicious 
fever, by a progressive aggravation of symptoms; or a single 
paroxysm of not unusual severity may suddenly be followed by 
a pernicious one, terminating fatally with the second or third 
repetition. A numbne^ or coldness <^f the toes and fingers, 
continuing through the hot stage, while the trunk and head are 
in high fever heat is considered a characteristic sign of malig¬ 
nant remittent. At times a distinct initial'chill may be followed 
by a condition clearly recognizable as one of the varieties of 
? pernicious fever. One of the most common forms is the 

Coihatose Variety. —The only suggestive symptom of its ap¬ 
pearance is the presence of more headache, vertigo, apathy and 
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disturbance of speech during either&n intermittent ora remit¬ 
tent paroxysm, than ordinarily occurs in a simple form of mala¬ 
rial feyer. After the chilly stage, and during either the hot 
stage of an intermittent or the exacerbation of a remittent, the 
patient passes into a state of stupor and unconsciousness. He* 
lies upon his back. The eyes are closed and the pupils dilated. 
The face is hot and flushed. The skin is hot, dry, and jaundiced. 
The respirations are stertorous. The pulse may be either slow 
or frequent. The temperature reaches Fahr. or 107® Fahr. 
If the case is to terminate fatally in this paroxysm the symp¬ 
toms of coma continue deeper, uncoftciousness becomes com¬ 
plete, the heart power weakens, the pulse becomes irregular, and 
the patient dies. Usually, however, after the comatose symp¬ 
toms have continued for ten or twelve hours the patient returns- 
to consciousness in the midst of a profuse sweat. The headache 
and vertigo now disappear, and according to the type there may 
be a well-marked remission or a distinct intermission. At this 
stage the case may recover. But frequently with the next re¬ 
mittent exacerbation or the hot stage of an intermittent, all the 
symptoms return with increased severity, the stupor becomes 
more mai'ked, and the patient passes into fatal coma.. Even 
when the patient lingers beyond the second paroxysm, he is apt- 
to succumb, apparently from cerebral compression. 

Delirious Variety.—The delirious variety is of less fre¬ 
quent occurrence than the one we have just described. As the 
patient passes into the exacerbation of a remittent or the hot 
stage of an intermittent, active delirium appears. This delirium 
differs from the ordinary delirium of malarial fevers in that it is 
violent in character, and is preceded by intense headache, ring¬ 
ing in the ears, and great restlessness. The face is either flushed 
or pale and sunken. The eyes are glistening and the conjunctiva 
injected. The pulse is full and hard, and the carotids beat vio¬ 
lently. The skin is hot and dry. The^temperature rarely falls 
below 105“ Fahr. and often reaches 107“ Fahr, orl08“ Fahr. This 
condition may last for hours. Somewhat suddenly the patient- 
sinks into collapse, or passes gradually into deep coma from 
which he never awakens. In favorable cases the delirium be¬ 
comes less and less marked, profuse perspiration appears, and 
the patient falls into a prolonged sleep, from which he awakes 
to consciousness with headache and vertigo, but without the 
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slightest recollection of what has taken place. A third or fourth 
repetition of the paroxysm is apt to prove fatal. At times epilep¬ 
tiform convulsions or tetanic spasms accompany or take the 
place of the delirium. 

Choleraic Variety- —In the choleraic variety, which is of 
frequent occurrence, the patient after passing into the hot stage 
of an intermittent, or the exacerbation of a remittent, is sud¬ 
denly seized with choleraic symptoms. The vomiting is severe 
and yellowish in character, and the evacuations from the bowels 
are either watery and greenish, or resemble bloody water. The 
thirst is apt to be intense. There is a sense of weight and burn¬ 
ing in the epigastrium accompanied with cramps in the calves 
of the legs, coldness of the skin and extreme restlessness. The 
pulse is almost imperceptible, and the respirations consist of a 
double inspiration followed by a double sighing expiration. Oc¬ 
casionally there is great dyspncea, caused by overwhelming con- 
gestion of the lungs. As death approaches the pulse becomes 
hurried, irregular and fluttering. The expirations become more 
and more prolonged and sighing, and the skin becomes bathed 
in a cold, clammy perspiration. The duration of a fatal parox¬ 
ysm is from three to six hours. 

Algid Variety- —The algid variety is as a rule confined to 
warm climates. It resembles somewhat the choleraic variety, 
and its progress is very insidious. It is characterized by mai- 
ble-like coldness of the body. As the patient enters the exac¬ 
erbation of a remittent or the hot stage of an intermittent, and 
notwithstanding he complains of burning heat and intense thirst, 
the surface of the body grows cold. The skin becomes pale and 
livid, and is covered with a cold sweat. The temperature in the 
axilla may be two or three degrees below the natural standard. 
The pulse is irregular, small and tliready, and the respiration is 
superficial and slow; the breath is cold, -end the voice is hoarse 
And feeble. The tongue is pale and cold, and the epigastric re¬ 
gion is sensitive to pressure; muco-bilious vomiting is a not 
uncommon symptom. The urine is scanty, dark-colored and of 
high specific gravity. The patient is conscious but apathetic, and 
wears th& countenance of death. Usually the paroxysm marches 
steadily on, tHl death closes the scene. If recovery is to take 
place, the pulse returns in the wrist, the warmth comes to the 
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surface, and the patient enters upon a slow ooUTalescence. * Noi 
unfrequentiy a typhoid condition like that after cholera, super¬ 
venes. 

« 

Colliquative Tariety, —^In the colliquative variety a continu¬ 
ous sweat sets in at the close of the hot stage, accompanied by 
great prostration and coldness of the surface. This variety 
tends to end fatally after the second or third paroxysm. In 
such cases the pallor of the skin and mucous membrane becomea 
strongly marked; the heart’s action grows more and more feeble; 
the respiration becomes labored, and the patient sweats to death. 

Icteric Variety.— The icteric variety is generally endemic, 
and is oftener engrafted on an intermittent. It begins with a 
long-continued chill, attended with jaundice. The jaundice rap¬ 
idly deepens and the whole body assumes a safeon hue. Early 
in the attack there is intense nausea, with bilious vomiting and 
diarrhea; there is intense headache, and a feeling of numbness 
in the limbs; the tongue is coated white or yellow, and the thirst 
is excessive; there is pain in the region of the liver and spleen; 
the pulse is small, frequent and hard; the urine is scanty and 
presents a deep red color. At the appearance of the hot 
stage all the symptoms grow more intense; the pulse becomes 
more frequent; the respirations become labored; Hhe skin is 
hot, and the thirst intense; the temperature reaches 106° Fahr,, 
or 107° Fahr.; the vomiting and diarrhea continue, and the 
urine becomes more and more scanty, and tenesmus appears- 
This stage lasts from three to five hours, and may terminate 
in death. If a fatal termination does not take place at this 
point, the patient passes into the sweating stage. The skin 
is now bathed in a profuse sweat, and under proper treatment 
the patient enters upon convalescence. In relapses, death gen¬ 
erally follows in the second or third paroxysm, 

ANALYSIS OF CHAEJ. 

The Nervous System. —More or less complete coma charac¬ 
terizes the comatose variety. It sets in at the onset of the hot 
stage and may continue for a considerable time. Severe head¬ 
ache and vertigo are early symptoms of the delirious and icterin 
varieties. The delirium in the delirious variety varies from 
that of the lightest grade to the most violent maniacal spells. 
Eclampsia occui's mostly among children and puerperal women- 
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Hydrophobic symptoms too, sometimes occur in the delirious 
variety in women. CJonvulsions frequently complicate the chol¬ 
eraic variety. In convalescence th|p latter variety there is 
frequently wakefulness, with irrital^ility of temper and partial 
loss of memoiy. The headache in the icteric variety is intense, 
and increases as the attack prc^ressea In unfavorable icteric 
cases the patient passes into a state of coma and dies. 

The Cutaneous Surface. —The skin is hot and dry, and the 
face flushed, in the comatose and delirious varieties; it is hot, 
dry, and intensely jaundiced in the icteric; and it is generally 
pale, cold and clammy in the choleraic; in the algid it is pale and 
livid, and'has a marble-like coldness; in the colliquative it is 
covered with a profuse and frequently cold sweat. 

The Alimentary Tract.—The tongue is dry and often cov¬ 
ered with a fuliginous coat in the comatose variety.’ Thirst is 
great in all varieties. In the choleraic variety the symptoms re¬ 
semble those of cholera; vomiting is yellowish in character in 
the choleraic form, and is attended with burping thirst. In thef 
algid variety the vomiting is muco-bilious in appearance, and 
in the icteric, decidedly bilious. In the choleraic and icteric 
varieties the intestinal symptoms are of decided importance, ' 
but in the algid they are only subordinate. Serious hemor¬ 
rhages from the stomach and bowels sometimes occur, and are 
apt to endanger the life of the patient Dysenteric symptqmf 
at times appear suddenly during a febrile attack, associated 
with cerebral manifestations. 

The Circulatory and Respiratory Systems. —In the coma¬ 
tose variety the pulse is sometimes fast and sometimes slow; 
and the respirations are rapid and stertorous. In the delirious 
variety the pulse is full and hard; when tetanic spasms occur it 
is irregular. In the choleraic form the pulse is small and hardly 
perceptible early in the attack, and irregular and ^ready towards 
the close. The respirations are shallov^ and as slow as ten per 
minute. As death approaches the pulse and respiration come to 
a complete stand-still. 

The Temperature. —In the comatose, delirious and icteric 
forms the thermometer usually shows a temperature, of from 
105° Fahf. to 108° Fahr. In the algid variety the temperature 
is oftener below than above the natural standard;^while in the 
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oholeraio and colliqnatire yarieties it remains at a variable point 
above tbe normal until near the close of life. 

Morbid Anatomy. —The^natomical lesions of pernicious fever 
differ in degree, but are similar in kind to those which take place 
in intermittent and remittent. Free pigment aftd bacilli (Fig. 
9) are found,in the blood in larger quantities than in any of the 
other malarial fevers. The white corpuscles are diminished to 
one-half or one-third their normal number. And secondary con¬ 
gestion of the abdominal viscera is a decidedly prominent autop- 
sic phenomenon. 

Differential Diagnosis. —In the diagnosis of pernicious fever 
the cliaracter of the prevailing fever is of great importance. For 
when the pernicious form is prevailing in a locality the diagno¬ 
sis can easily be made; while in other cases, differentiation will 
be easy or difficult accori^ng to the type of/ever. From simple 
intermittent or simple remittent, it can readily be distinguished 
after the first paroxysm, by the intensity of the symptoms and 
the general prostration. 

From apoplexy it can be diagnosed by remembering that hemi¬ 
plegia, which is a constant and prominent symptom of the 
former, is of rare occurrence in ijae latter. The coma and hemi¬ 
plegia of pernicious fever, whea present, are usually preceded 
by intense febrile excitement, while in apoplexy their onset is 
sudden and without fever. 

From meningiiis it may be diagnosed by the hiatpry of the 
case, and the sudden appearance of the coma. In meningitis, 
several days elapse before tlie delirium passes into coma. In 
pernicious fever one or two malarial paroxysms usually precede 
the attack of coma or delirium. In meningitis the pupil is di¬ 
lated during the coma, while in the comatose variety of perni¬ 
cious fever, it may be contracted, dilated, or normal. 

From cholera the chpleraic and algid forms may be distin¬ 
guished by the early history of the endemic, the elevated tem¬ 
perature, and thb character of the primary discharges. The 
choleraic discharges of pernicious fever are not profuse, and are 
characteristically piftceded by one or two bloody discharges. 
The uriniS of cholera contains albumen, while that of pernicious 
fever does not; and finally, the blood of pernicious fever will be 
found to contain pigment while that of cholera will not. 
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From yellow fever the icteric variety may be distinguiBhed by 
the history of its development, and by the fact that when endemic 
it rafely troubles new-comers, but attacks thodb who have been 
for some time resident in the nei^borhood. Yellow fever at¬ 
tacks by preference those who have recently moved into the in¬ 
fected district. The jaundice of pernicious fever appears earlier 
in the disease than that of yellow fever. Bloody urines which is 
pathognomonic of the icteric variety of pernicious fever, rarely- 
occurs in yellow fever. 

Prognosis.—The prognosis is, as a rule, unfavorable, for un¬ 
less the disease is controlled before t^e ‘second or third attack, 
the case is apt to terminate fatally. Under appropriate treat¬ 
ment, however, statistics show that not more than from twelve to 
fifteen per cent. die. In all cases,much will depend upon the 
character and stage of the epidemic. The ratio of mortality is 
invariably greater at the beginning than at the close of the epin 
demic. The prognosis is always unfavorable when the paroxysms 
increase in severity and duration; the patient is apt to die in the 
third or fourth paroxysm. Distinct intermissions, however Short, 
render the prognosis less grave. The tertian type of fevCr is 
the most favorable. Severe dysentery coming on at^e end of a 
paroxysm is an unfavorable sign; and generally when the second 
or third paroxysm is protrac^d, and has such ominous ac*com- 
paniments as extreme restlessness and anxiety; epistaxis; de¬ 
lirium or coma; intense epigastric pain; numbness; red, scanly' 
urine; vomiting and diarrhea; exhausting sweats, or feeble and 
almost imperceptible pulse; the prognosis is very unfavorable, 
and the patient may die, not later than the fourth or fifth parox¬ 
ysm. Occasionally, as a paroxysm subsides, a continued fever 
with typhoid symptoms appears, and runs its course in ten or 
twelve days, terminating fatally. 

The most fatal cases of pernicious fever are the qjioleraic and 
the algid. The most likely to recover are the (jomatose, the de¬ 
lirious and the icteric. The death-rate is greatest among the in¬ 
temperate, and at the extremes of life. 

Treatmeot.—The treatment of ^miciOTS fever must of ne¬ 
cessity be prompt, vigorous, and well-timed, for often the issue 
of life or death hangs on a single hour. Frequently, early in 
the disease the usual avenues for the introduction of remedies 
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into the system are closed, as the patient is either unable to 
swallow or the stomach rejects everything as soon as taken. In 
such cases the* hypodermatic administration of our remedies 
becomes an imperative necessity. And in general, the immedi¬ 
ate therapeutical effect of administering remedies in this man¬ 
ner is greater than by the usual per os method of adminis- 

4 

tration. 

Hypodermatic Medication. —Five drops of the desired at¬ 
tenuation of the indicated remedy mixed with five drops of 
water, may be introduced beneath the skin into the subcutaneous 
cellular tissue, with the hypodermatic syringe. The silver or 
German silver syringe is the best, and preference should be 
given to a needle made of gold with a hardened or iridium point. 
The syringe may be charged with the required dose of solution 
by drawing the fluid up into the barrel by aspiration. Should 
air enter while the fluid is being drawn up,' invert the syringe 
and push up the piston slowly until all air is expelled. From five 
to twenty minims of solution is the quantity usually adminis¬ 
tered at each hypodermatic injection. The spot commonly select¬ 
ed for the injection is the arm about the insertion of the deltoid. 
Care must always be taken to avoid punctxiring a vein. Where ■ 
a patient is very timid or intolerant of pain, the sensibility of 
the skin may be lowered by applying a piece of cotton or cloth 
moistened with chloroform to th# surface, and allowing it to re¬ 
main a few minutes. Preparatory to making tlie injection take 
up a loose fold of skin between the thumb and index finger of 
the left hand; then push the needle in with a quick and decided 
motion, at a right angle to the fold. As soon ag the needle 
penetrates the skin all resistance to its further progress ceases. 
Pass the needle along in the subcutaneous tissue under the skin 
for from three-fourths of an inch to one inch. Make the injec¬ 
tion of the contained liquid slowly and finally withdraw the 
needle slowly, using pressure witb the finger at point of punct- 
to,prevent any escape of the solmion. 

The various solutions of quinine when subcutaneously injected 
frequently excite c^isiderable burning, and a zone of more or 
less redness for some distance aroiind the puncture. This irri¬ 
tation can be readily allayed by applying a wet compress to the 
part for a short time. ^ 

This method of medication inaugurated by Wood, of Edin- 
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burgh, and introduced into this country by Dr. Fordyce Barker, 
of New York, in 1856, is, I am positive, destined to inaugurate a 
new era in the method of administration of homoeopathic rem¬ 
edies in sudden and dangerous types of disease, and perhaps 
also in chronic ailments. 

Principal Bein^ie8.—6el8eminm, ete.~Early in pernicious 
malarial fever, and before the pernicious character of the attack 
has been definitely stamped, gelsemium, or—according to the 
indications—one of the remedies mentioned in a former lecture 
on the treatment of simple intermittent fever, will be indicated. 

Qninite bi-sulphas.—As soon, however, as the pernicious 
character of the paroxysm becomes apparent, and without rCgard 
to the stage of the paroxysm, administer either the acid or the 
neutral sulphate of quinine (which is soluble in water )hypoder- 
matically, in from one to two-grain doses every hour, until the 
time for the next paroxysm is passed. By so doing you will be. 
very apt to prevent a return of the febrile movement, and thus 
save the life of your patient. Quinine, as a rule, in such cases, 
acts simply to prevent a recurrence of the much-dreaded parox¬ 
ysm, and hence whatever organic changes are produced by a 
* long-continued action of the malarial poison, must be correct¬ 
ed by appropriate treatment subsequently, before the patient 
can be pronounced cured. 

As intercurrent and excepj;ionally as substitutive remedies, 
the following may be epitomized for further study: 

1. Comatose Variety, —Opium or thus tox. 

2. Delirious Variety, —Hyoscyamus or belladonna. 

3. Choleraic Variety, —Ars. alb., verat. alb., podophyllum. 

4. Algid Variety, —Camphor, carbo veg., menyanthes, verat. 
alb. 

6. Colliquative Variety, —Cinchona, jaborandi, phosphorus. 

6. Icteric Variety, —Crotalus, eupat. perf., bryonia. 

The prophylactic and hygienic treatment is the same as for 
simple intermittent fever. Externally, direct heat may be ap¬ 
plied with hot-water bottles or hot sand bags laid along the 
spina Stimulating enemas, and friction to the surface may also 
act as aida In collapse a tablespoonful of brandy or whisky may 
be given every half hour or hour, until reaction occurs. As re¬ 
gards the use of stimulants at other times, the condition of the 
patient must be your guida 
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Chronic Malarial Infection. 

Before leaving the diseases caused by that malarial poison, 
the bacillus malariae, I must say something about Chbokio Ma- 
lABiAii Infection or Malabial Cachexia. 

Beflnition.—Chronic malarial infection, though a frequent 
sequel of acute malarial disease, may exist as a primary affection 
in intensely malarial regions, without any antecedent attacks of 
malarial fever. To illustrate: one individual may after frequenti 
repetitions of, or incomplete recovery from intermittent or re¬ 
mittent fever, become ansemic, show on physical examination 
enlargement of the liver and spleen, and otherwise present the 
peculiar phenomena of chronic malarial infection; while another 
individual, after living for some time under malarial inEuence 
may present the same phenomena of chronic malarial infection, 
the snesmia, and the enlarged liver and spleen, though he may 
never have had a distinct psrox3mm of malarial fever. 

Synonym.—Malarial Cachexia. 

Etiology.—Its etiology is the same as of malarial fevers in 
general It may result from either a long-continued exposure 
in a slightly malarial district, or a short exposure in a strongly 
malarial region. The excessive use of quinine predisposes to 
malarial oa^exla. ^ 

Cllnieid History. —Patients suffering from dironic malarial 
lufeetmii generally complain of vertigo, with ringing in the ears, 
and disturbances of vision. They perspire copiously at night 
and on the slightest exertion. Pain and oppression at the epi- 
100 
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gastrium is a frequent symptom. The tongue is covered with a 
jellowish-white coat; the mouth is dry and the taste metallic. 
There are naTisea, anorexia^ and frequently morning diarrhea. 
The sleep is usually disturbed; or if profound is unrefreshing. 

Many complain of wandering, dragging or burning pains in 
the back, along the sciatic nerve, and over the coccyx. The 
latter region is frequently painful on pressure. Others have 
stiffness of the muscles of the limbs and back, and suffer from 
fatigue and palpitation of the heart, on the slightest exertion. 
Anaesthesia of the outer surfaces of the thighs, numbness of the 
arms, and burning of the feet are quite common symptoms. 
While hemiplegia and neuralgia—especially of the fifth nerve— 
are among the occasional nervous manifestations. Patients suf¬ 
fering from long-continued malarial poisoning are very apt to 
become the victims of melancholia- and hypochondriasis. The 
skin presents a yellowish pale hue. The urine is generally about 
normal, though at times it is profuse, and of low specific gravity. 
In severe attacks it may be scanty and dark colored. The tem¬ 
perature and pulse are usually normal, though the latter may be 
variable. The liver and spleen are enlarged, hard, and sensitive 
to pressure. In prolonged and severe cases, ascites is developed, 
hemorrhage from the nose occurs, and furuncles appear on the 
cutaneous surface. 

Morbid Anatomy. —The anatomical changes which take place 
in malarial cachexia resemble those of the severer typeB of ma¬ 
larial fever. The spleen is oftentimes enormously enlarged, and 
presents the changes of either simple hyperplasia or amyloid 
degeneration. Its surface is uneven, the capsule much thickened, 
and its substance proper is very rich in pigment matter. Simi¬ 
lar changes take place in the liver; and the kidneys are some¬ 
times extremely h 3 q)erflemic. Amyloid and fatty degeneration 
ecceisionally appears in the muscular tissue of the heart The 
skin is always anromic, and frequently there is oedema of the 
subcutaneous cellular tissue. An accumulation of fluid in the 
serous cavities often co-exists. Pigment granules and vacuolated 
red corpuscles are found in great numbers in the blood. In 
profound antemia the number of red corpuscles mfay fall from 
five millions to less than one and one half millions per cubic 
millimeter of blood. 
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Differential Diagnosis. —The main oharacteristics of chronic 
malarial infection are: enlargement of the liver and spleen; a 
paroxysmal disposition in all the manifestations; the presence 
of free pigment in the blood in severe cases; vertigo with ring¬ 
ing in the ears; a disposition to catarrhal inflammation of the 
gastro-intestinal and respiratory tracts; a tendency to melancholy 
and hypochondriasis; attacks of neuralgia; ansemia, with palpi¬ 
tation of the heart; anasarca and general dropsy. 

And the occurrence of such a chain of symptoms in an indi¬ 
vidual who has repeatedly suffered from malarial fever parox¬ 
ysms, or has resided in a malarial district even though he may 
not have had a distinct malarial paroxysm, or who has been 
drugged or overdosed with quinine, is sufficiently suggestive 
of malarial cachexia. 

Prognosis.—As regards the prognosis we may say that the 
milder grades usnally recover under appropriate treatment, 
while in the severe forms deatli may result from exhaustion 
with dropsical symptoms, Bright’s disease, lung affections, or 
from apoplexy due to pigment embolism. And generally, the 
greater the area of splenic and hepatic dullness the more un¬ 
favorable the prognosis. 

Treatment* —The patient must be immediately removed from 
the malarious district to an elevated, warm and mountainous re¬ 
gion. He must avoid getting wet, and must also observe all the 
hygienic regulations mentioned in the lecture on intermittent 
fever. The diet must be most nutritious, and should include a 
moderate allowance of light wines. Shower baths, and frequent 
cool baths with douches to the region of the liver and spleen, 
are very effective measures. 

Principal Remedies.—Araenicnm Alb. is the main remedy 
for chronic malarial infection, especially when quinine has been 
used to excess. It is particularly indicatltd when there is a ten¬ 
dency either to Bright’s disease or phthisis. The guiding symp¬ 
toms are; ansemia, with great debility, and oppression of breadi- 
ing. Occasional symptoms are: spasms in the chest, violent 
pains in the stomach, and a left sided neuralgia associated with 
hemiplegia, also left sided. A decidedly dropsical tendency is 
slways a strong indication for arsenic. 
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Ferrum.—Is adapted to cases where the aiuemia is great and 
the debility extreme, provided cedema has not yet appeared. 
The stomach rejects all food, and there is palpitation of the 
heart. The breathing is difficult, and there is oppression of the 
chest as if some one pressed with the hand upon it Particu¬ 
larly useful in weak, nervous individuals, and in delicate chlo¬ 
rotic women. 

Natrnm Mur.—Is useful when the digestive organs are af¬ 
fected, and there is deficient nutrition. There is great emacia¬ 
tion and great prostration. The pulse is intermittent. The skin 
is dry and sallow. The urine is light and watery. And the 
patient is depressed, sad and melancholic. 

Lycopodium.—Is indicated when the digestive disturbances 
are due to hepatic influences, and when there is chronic gastro¬ 
intestinal catarrh. The face has a yellowish gray appearance. 
The hepatioregion is sensitive to pressure. The smallest quantity 
of food produces satiety. Excessive fullness and distension of 
the abdomen from flatulence co-exists. 

Calcarea Carb.—Is useful in scrofulous individuals when 
there is a tendency to glandular swellings. The spleen is en¬ 
larged. The patient is unable to walk, perspires and has palpi¬ 
tation of the heart on the slightest exertion. The stools are 
white and undigested. At times there is alternate constipation 
and diarrhea. 

Finally, sulphur, carbo veg., mere.' bi-jod., phos., or some in¬ 
tercurrent remedy, will be needed to meet the various complica¬ 
tions that may occasionally arise. 

Dengue. 

I now come to the consideration of a fever, which, though not 
strictly malarial in character, has a right to be classed among 
miasmatic or infectious fevers. Itis Dengue Fever (pronounced 
dangay .) 

Definition.—Dengue is an acute febrile affection of short du¬ 
ration which appears as an epidemic in hot efiimates. It is due 
to an unknown external specific cause, and is characterhsed by 
two distinct and essentially different febrile paroxysms separated 
by a remission. It is aocomi)anied by more or less intense ar¬ 
thritic pains, and occasionally by a cutaneous efflorescence re*- 
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sembling Ihat of scarlet fever. Dengue attacks all ages, and 
both sexes, and is an extremely painful disease. It may relapse, 
but seldom proves fatal. 

Synonyms* —Break-bone fever, dandy fever, three-day fever, 
stiff-mecked fever, date fever, polka fever. 

History.—The earliest account of dengue fever, according to 
de Wilde dates from the year 1779. David Brylon, of Java, at 
that time described under the name hiockel kooris (bone fever) 
an epidemic disease which prevailed in Batavia. The following 
year Dr. Bush described an epidemic which occurred in Phila¬ 
delphia. In 1818 the disease appeared at Lima, and in 1826 at 
Savannah. A general epidemic started at St, Thomas in the 
West Indies, in 1827, and spread to this country in 1828, where 
it appeared at Pensacola, New Orleans, New York, Philadelphia 
and in some other cities. An epidemic prevailed in Brazil, in 
1846. In 1848, the fever' again appeared, along with yellow 
fever, in New Orleans, Vicksburg and Mobile. Two years later 
a general epidemic starting in Charleston, traversed the entire 
Southern States. In 1852, it appeared in Peru and was followed 
by yellow fever. For four consecutive years following 1864 it 
prevailed in Spain, It visited Arabia in 1871, and starting at 
Bombay and Cananore the next year, it spread through all India. 
In 1880 a mild epidemic prevailed at Charleston and in several 
of the Gulf citiea 

Etiology*—Dengue is a disease of warm climates, and 
promptly disappears upon the advent of frost It prevails 
chiefly in cities, and travels mainly in the direction of the lines 
of human intercourse. The nature of the exciting cause of this 
disease is at present unknown. The morbiflc agent is, however, 
generally believed to be specific in character; and the infection 
is capable of being conveyed in clothing and merchandise from 
one part of the country tp another. The period of incubation of 
the germ is from three to five days. Dengue is usually regarded 
as pon-oontagious. 

Clinical History.—The initiatory symptoms usually appear 
suddenly* Sometimes there is a prodromal stage of from one to 
fiiree days’ duration, characterized by slight chills, headache, a 
furred tbBgue, loss of appetite, and pains in the back and along 
the spma In the majority of cases tlie patient is seized with 
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intexLse £r(mtal headache, photophobia, backache, and s^erepain 
in the joints. Occasioxially the first symptom is an acute pain 
in one of the small joints. The joints now swell rapidly and a 
painful stifiaesB of the muscles appears. The skin of the face 
and neck becomes flushed and turgid. The temperature may 
reach 107° Fahr. The pulse is full, hard and strong, ocoei- 
sionally intermittent, and ranging from 120 to 140 beats per min¬ 
ute. The stomach is extremely irritable, and there is burning 
pain in the epigastrium with nausea, and bilious vomiting. The 
lymphatic glands, beginning with the inguinal^ frequently be¬ 
come enlarged and tender, and the epididymis is much swollen. 
A primary exanthem resembling the efSorescenceof scarlet fever, 
but of a duller hue, and lasting only during the oontinnance of 
the fever now shows itself. This constitutes the stage of tti* 
vasion. 

In from twelve hours to two, three or five days, the fever 
suddenly abates—^frequently with the occurrence of critidhl 
symptoms such as profuse sweats, greenish, fonl-smelling diar¬ 
rhea or epistaxis—leaving the patient feeble and prostrate. As 
the fever subsides the eruption disappears, the pains in the 
muscles and joints abate and moisture appears on the skin. The 
duration of this stage—the stage of remission —is from two to 
three days; occasionally it is so short as to be overlooked. 

The exacerbation, or second febrile paroxysm occurs on the 
fifth or sixth day of the disease. Its onset is azmounced by the 
re-appeEtrsnee of the acute symptoms. The temperature again 
rises, but the fever is remittent rather than continued in char¬ 
acter. Simultaneously with tiie elevation of temperature, a 
scarlatinal, erythematous, or roseola-like eruption makes its ap- 
pearEinoe. This exanthem shows itself first upon the palms of 
the hands or upon the solos of the feet, and soon spreads over 
the entire body. It is atiended by a troublesome itching, and 
after remaining from a few hours to twq or three days, vanishes 
in a furfuraoeous desquamation. The fever now gradually sub¬ 
sides, and the Eicute symptoms disappear, and the patient psu^ses 
on to convalescence. 

Suratira.'*—Dezigue is a self-limited'affection, appears fre¬ 
quently in distinct tyx>es> and has an average duration* of about 
eight daya Belapses after euz interval of two or three weeks 
fi^uentiy occur. These are always milder than theprimary at* 
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tack, and' closely resemble an attack of articular rheumatism. 
Complications seldom arise, and sequels are rare. Dr. Forrest, 
of Charleston, mentions excessiye and obstinate prostration, 
sleeplessness, anssmia, neuralgia, boils and carbuncles, aphonia,^ 
bronchial catarrh, rheumatism, and temporary paralysis of the 
lower limbs, as possible sequela 

ANALYSIS OF CHART. 

The Nervous System. —The headache, during the fever es¬ 
pecially, involves the forehead and temples. Restlessness and 
sleeplessness are generally present during the first and third 
stages. Sometimes nocturnal delirium occurs. In children con¬ 
vulsions are prone to appear, and occasionally cause a fatal 
termination. 

The Cutaneous System. —In the majority of cases a primary 
a secondary exanthem occurs. The primary exanthem is 
not as constant a manifestation as is the secondary exanthem. 
When present it appears and disappears simultaneously with 
the fever. The secondary exanthem is as a rule always encount¬ 
ered. It may assume various and occasionally mixed forms. In 
children, blotches resembling urticaria are frequently seen, and 
at times considerable swelling of the skiu attends the eruption. 
As the fever subsides bran-like desquamation usually takes 
place. In exceptional cases the desquamation may be flaky in¬ 
stead of furfuraceous. In very rare cases the mucous membrane 
of the throat, mouth, and nose becomes inflamed and ulcerated. 
During convalescence, boils and extensive subcutaneous ab¬ 
scesses occasionally occur. 

The Glandular System,—The parotids are frequently swollen, 
and the glands about the groin and axilla become transiently 
enlarged. In severe cases along with enlargement of the epi¬ 
didymis, serous effusion may take place into the tunica vagina¬ 
lis. 

The Digestive System.—^Thirst and anorexia accompany the 
whole course of the disease. The taste is disordered and the 
tox^g^oe becomes coated with a white or greenish-yellow fur. The 
patient complains of nausea with pain in the epigastrium, and 
occasionally vomiting. In the early stages there is constipation 
with a tendency to hepatic torpor or slight congestion. Later in 
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CHART V,— Dengue, 


BuratloQ: 

Blg^t days. 

Initial 

symptoms: 

Intense headache. Acute pain In small j^nts. 

SXAGSS: 

Invasion, 

Bemls’ion, 

Exacerbation. 

Tlmo: 

3 to 8 days. 

13 hours 
to 8 days 

S to 3 days. 

Nervous 

system: 

Intonso frontal headache 
Sleeplessness. 

Partial subsidence of all symptoms. 

Critical discharges. 

Headache. 

Extreme nervousness. 

Eyes: 

Staring expression. 
Fhotuphohia. 

Conjunctivitis. 

Photophobia. 

0 

Temperature; 

106® to 108*, 

ITO® to 107*. 

Pulse: 

120 to 140, 

120 to 110. 

Respiration; 

3S to 80 per minute, 

23 to 26 per minute. 

Eruption: 

Primary oxanthem, 
scarlatinal. 

Secondary oxanthem, 
scarlatinal, erythematous 
or roseola-llko. 

Branny desquamation. 

Glands: 

Glandular swclllnip*. 
especially of Inguinal glands, 
and epididymis. 

Glandular swellings. Bolls. 

Extremities: 

ISorinn pain^ and stiffness in 
Joints and limbs, 

Pains and stiffness, 

Loss of strength In legs. 

Tong'ue: 

Coatod, siJver^whltoor 
greenish-yellow. 

Thickly coated. 

Stomach: 

Thirst. Nausea. 
Bilious vomiting. 

Nausea. Rarely vomiting. 


Gonstipatod, 

Frequently diarrhea. 

Urine: 

Scanty and dark, 
sp. gr. high, 

Augtnnt’d. 

Scanty and dark. 

Progmosia: 

f Always favorable. 

Convales¬ 

cence: 

Frequently protracted, ^ ^ 

with extreme debility, stiffness and soreness of the joints, 

and great emaciation. 

Duration of 
epidemic: 

From two to s^on months. 


the disease the constipation may disappear, after a crisis marked 
by diarrhea. 

The Extremities. —The affection of the joints and limbs at¬ 
tacks large and small joints alike. The joints of the hand, foot 
and knee are first attacked, then the spine, and lastly the joints 
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of the elbow and sixoalder. In severe o£ises all the joints be¬ 
come inTolved. The peculiarities of gait and attitude caused 
by interference with the natural movements of the limbs have 
given to this ^disease many of its synonyms. The a^Eected joints 
are swollen, red, immobile, painful and highly sensitive to the 
touch. The muscles are stiffened and sore, and the tendons are 
somewhat swollen. The pains are characterized as rheximatio or 
rheumatoid, and tend to pass from one joint to another with 
great rapidity. 

After the second paroxysm the joint disturbance gradually 
’ disappears. Ofttimes it lingers for several weeks and may be¬ 
come localized. Extreme debility and loss of muscular power, 
more particularly in the legs, may continue far into the convales¬ 
cence. 

Differential Diagnosis. —the first paroxysm, or stage of 
invasion, this fever may be confounded with acute articular rheu¬ 
matism. In the second paroxysm, or stage of exacerbation, it 
bears a striking likeness to scarlet fever or measles. In its gen¬ 
eral course it strongly resembles spirillum or relapsing fever. 
From rheumatism it may be distinguished by the cutaneous 
eruption and the epidemic character and rapid spread of the 
disease. From scarlet fever it may be distinguished by the per¬ 
sistency of the rheumatic and neuralgic pains, as well as by the 
natural course of tiie affection. And from relapsing fever it 
may be differentiated by the eruption, the character of the re¬ 
missions, and the absence of spirilla in the blood. 

Prognosis. —The prognosis is always very favorable. A fatal 
termination is an exceptional occurrence, and appears mostly at 
the extremes of life. 

Treatment. — Prophylaacis .—Rigid quarantine of infected dis¬ 
tricts and the complete isolation of patients are absolutely neces¬ 
sary to prevent the rapid spread of dengue^ 

Diet ,—The diet should be most nutritious, and frequent feed¬ 
ing will prove very beneficial. Hot drinks during the fever are 
grateful to the patient and tend to excite ^ee pempiration, a 
greatly to be desired. During,convalescence alcoholic 
BiirauWts should be givexv 

Frittctpal Bemedies. —In the first stage, aconite either alone 
or in alternation with belladonna or bryonia has been found 
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most beoefioial. In the second stage,, arsenioum alb., bryonia> 
rbiis van., ntUTom., pals., or sulphur be most frequently in¬ 
dicated. In the thkd stage, gek^mium takes the place filled by 
aconite in the first stage. During oonva^escenoe either cinchona 
or nux Tom. may be needed. Hot mustard foot-bcydis at the on¬ 
set of the fever, are highly recommended. The annoying itch¬ 
ing trhioh attends desquamation at the close of the second 
paroxysm may be relieved by the application of a one per cent* 
solution of carbolic acid, while the sti&ess and soreness of 
the muscles and joints which tend to linger and thus protract 
convalescence, will be best treated by either massage or the mild 
galvanic current 

Leading Indications—Aconite. —In the first paroxysm when 
there is high fever, great restlessness and anxiety, full, hard, 
quick pulse; pain in the forehead and temples; hot, pale-red 
swelling of the joints. It is followed well by belladonna. 

Belladonna. —Especially eidapted to dengue in children, and 
when either the congestive or throat symptoms predominate. 
Eyes are red and glistening; staring pupils. Bed, shining swell¬ 
ing of the joints. Pains running from the affected joints along 
the limbs like electric shocks. 

Bryonia. —^Neuralgic and rheumatic pains, worse on motion. 
Eaintish streaky redness of the joints. Pain in the eyes when 
moving them. Loss of appetite, white coated tongue, fullness- 
and oppression in the pit of the stomach and bowels. 

Eupatorlum perf. —Has been highly recommended in the fii'st 
stage. The bones ache as if broken. Painful soreness of both 
wrists as if broken. The tongue is thickly coated yellow, and 
there is thirst with vomiting after drinking. The regicm of the 
liver is sore on pressure, and there is great tenderness in the 
epigastrium. 

Oelseminm. —In the stage of exacerbation, and m asthenia 
types of the fever generally. There is intense muscular pros- 
tratiou. Great languor and drowsiness. Heavy suffused eyes, 
and an eruption, resembling measles. Giddiness with loss of 
sight Bruised pams in the muscles, general rheumatic symp¬ 
toms. The tongue is coated whitish or yello^h, and there is a 
sticky feeling in the mouth. 
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Hjosey^ns*—For the extreme nervousness and sleeplessneBs. 

Mercnrius.—Is occasionally indicated when there is swelling 
of the glands of the neck. The pains in the joints are tearing, 
worse at night and in warm^ of the bed. Diarrhea especially 
toward evening. 

Pulsatilla.—Is often indicated during the remission, and 
when the pains are relieved by a critical discharge. The pains 
are of a drawing, tearing character and frequently shift from 
one part to another. All symptoms are worse toward evening, 
and at night in a warm room; better from changing position and 
uncovering the affected parts. The tongue is moist and coated, 
and there is a bad taste in the mouth. Diarrheaicfltools at night. 
Urticaria. Epi didymihs, 

Bhus Tenenata.—Is one of the most useful and oftenest in¬ 
dicated t remedies, after aconite. The guiding symptoms are 
those of the skin and mucous meipbrane. There may be excess¬ 
ive parotid inflammation, especially on the left side. The ax¬ 
illary glands are inflamed and swollen. The eruption is dark- 
colored. There are drawing, tearing pains in the joints with a 
sense of lameness and formication in the affected parts. The 
pains are worse during rest and when commencing to move; they 
are relieved by continued motion and by dry external warmth- 
jerking, tearing pains in the elbow and wrist joints. Paralysis 
of the lower extremities. 



LECTURE VIIL 

Typho-Malarial Fever. 

W© now eozne to the study of typho-malarial fever, a disease 
that has attracted much attention since the late civil war. Its 
relations are somewhat peculiar, in that it presents many ele¬ 
ments in common with typhoid fever, and many which ally it to 
remittent fever. 

Deflnitioii*—It is a miasmatic disease due to the combined 
action of a malarial and a septic poison, and may appear in two 
at times distinct, and at other times, imperceptibly blended 
types. The first, or malarial type, is ushered in by a distinct 
chill, and is characterized by a rapid rise of temperature, a ten¬ 
dency to tertian periodicity, predominance of gastric symptoms, 
abdominal tenderness and diarrhea, and the presence of free pig¬ 
ment in the blood; it usually terminates in recovery, amend¬ 
ment gradually taking place between the 10th and 20th days. 
The second, or septic type, is marked by a more decided typhoid 
tendency, more hepatic tenderness and splenic enlargement, an 
icteroid hue of the skin, dark foetid evacuations, more abdominal 
tenderness^ and an increased amount of free pigment in the 
blood. In fatal oases, at the close of the second week, the pa¬ 
tient passes into a state of stupor, followed by coma and death. 
In cases that axe to recover, at the end of the second week the 
tongue begins to clean, and the gastric and intestinal symptoms 
gradually subsida Oonvalescence is slow and tedious. After 
death, pathological lesions are found, which closely resemble 
those of typhoid fever on the one hand, and remittent fever on 
the other. Typho-malarial fever is nqn-contagious. 111 
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SynonyitUl.— It has been* variously termed entero-miasmatiV 
feveri remitto-typhtm, camp fever^ and CliiokBhomiay feyer. 

History. —Typiio-malarial fever is most prevalent in malarial 
districts, and more especially daring the automnal Beoson. ' It 
prevailed largely among the United States troops daring the 
war of the rebellion, and was the great Booor^ of the mrmy of 

the Potomac in the Peninsular campaign of 1^2. 

0 

Etiology. —Tholrue nature of the poison of typho-malarial 
fever is unknown. It is however generally believed to have a 
double origin; part of the morbific agent being supplied by mala¬ 
ria, and part by some other poison, septic in character, of which 
jsewer-gas is the type. With such a dual character this morbific 
agent may give rise to two types of fever, according as one or 
the other element predominates. Hence we speak of a septic 
and of a malarial type of typho-malarial fever. Oftentimes the 
distinguishing lines between these two types are not sharply de¬ 
fined, and frequently the symptoms of the one become almost 
imperceptibly mingled with those of the other. 

Typho-malarial fever is non-contagious. It is a disease solely 
of malarial districts, and prevails only when anti-hygienio con¬ 
ditions, such as over-crowding and bad sewerage exist to favor 
the development of ^he septfc element 

Clinical History.—The clinical history embraces a descrip¬ 
tion, first, of that type in which the malarial element prevails, 
and then of the form in which the septic element is predomi¬ 
nant. 

The Malarial Type. —^Thepremonitorysymptomsof this type„ 
when present are those of malaise, headache, loss of appetite, 
and wandering pains in the back and limbs. At this stage the 
ooTuitenance frequently presents a yellowish or clay-colored 
aspect ^ 

The attack is usually tshered in bjy a distinct chill or general 
coldness, which bears a marked resemblance to the nbill of sim- 
fde remittent fpver. Following the chill, whi^ varies in dura- 
£(pm half an hour pa an hour, acttve febrile symptoms ap- 
pm, os^d the temperature risdb in a few hours to 103® Fahr. or 
104 B&hr., Vke excr^tipns ^ aU checked, andthe skin becomes 
hot diy and harsh. The pulse reaches 100 and is full and forcible.. 
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Thepatientis irestless, sleepless and incapable of mental exertion. 
Between sleeping and waking there may be slight delirium. 
The tongue is at first pale and fiabby then moist and covered 
with a whitish yellow fur. After a time it becomes dry and red 
and sordes may collect upon the teeth and lips. As the fever 
advances, nausea, vomiting, and epigastiic tenderness become 
more marked. In many instances diarrhea precedes the initial 
chill; in the majority of cases it is present during the fever. 
Early in the disease there is abdominal tenderness, especially in 
the right iliac fossa. A decided tendency to tertian periodicity 
exists throughout the entire course of the fever. 

In fatal cases, as the patient enters the second week, or some¬ 
times later, symptoms of the typhoid state appear; the prostra¬ 
tion rapidly increases; the pulse becomes frequent and feeble; 
the patient passes into a state of stupor; the tongue becomes 
dry and fissured, and is protruded with difficultythe faeces and 
urine escape involuntarily, or the urine maybe retained; and 
there may besubsultus tendinum and carphologia; gradually the 
stupor deepens into coma, and death takes place. 

In favorable cases the symptoms begin to ameliorate between 
the tenth and twentieth days; the temperature steadily declines 
and the pulse becomes less frequent and ^fuller; the nervous 
symptoms improve; the tongue becomes clean, the thirst dimin¬ 
ishes, and the appetite returns; the abdominal symptoms sub¬ 
side, and the patient enters upon a protracted convalescence. 

The Septic Type.—The initial symptoms of this type are those 
of general malaise, with headache, and pains in the back and 
limbs. Usually the febrile symptoms are ushered in with either 
a distinct chill, or a complete intermittent or remittent paroxysm; 
following the chill, the temperature rise may be either sudden 
or gradual; it may reach 104® Fahr. or 105® Fahr. within twenty- 
four hours, or not until the eighth or tenth day. A tertian or 
quartan periodicity runs through the whole course of the disease. 
The pulse is full and frequent, and averages about 100 beats per 
minute during the early days of the fever; later, it becomes 
small and compressible and may range from llO to 130 per min* 
Tbp headache becomes ooutiuuons, and as the fever pro¬ 
gress gives place to a muttering delirium; the sleep is much 
diswbed, aud there isgreatlack of mental vigor; occasionally 
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BubanlUis tendinum, and carphologia appear. The skin l^ecomes 
dry and assumes a bronzed or jaundiced hue. The lips are dry 
and parched. The tongue is at first, moist, swollen and covered 
with a whitish fur; after a time it becomes dry, cracked and 
fissured. The urine grows scanty and high-colored. The stools, 
which tend to increase in frequency as the disease advances, are 
fetid, watery, and generally dark-colored. The abdomen is rarely 
distended; frequently, it is somewhat retracted; it is tender to 
pressure, particularly over the ileo-csecal region. 

In fatal cases as the patient reaches the second or third week, 
the symptoms closely resemble those of fatal typhoid fever; the 
pulse now becomes irregular and feeble; the prostration steadily 
increases; the faeces and urine escape involuntarily or the urine 
is retained, and the patient passes into a state of stupor, which 
deepens into coma, and ends in death. 

In favorable cases improvement sets in about the twelfth or 
fourteenth day; the tongue becomes moist and begins to clean, 
gradually, from the edges to the center. A renewal of the fever 
symptoms is sure to occur, when, after the coating is thrown off 
in flakes, the tongue assumes a beefy red appearance, and again 
becomes dry and brown. As recovery progresses, the abdominal 
symptoms, with the exception of the diarrhea begin to subside; 
the pulse becomes slower and the temperature range steadily 
approaches the normal; the appetite improves; the strength 
gradually returns; and the patient entera upon a tedious conva¬ 
lescence, liable to be disturbed by complications and sequels. 

Typho-malarial fever, when occurring amongst the poorly fed 
and illy clad, who live in badly ventilated aparfanents, frequently 
takes on a low type and is attended by neuralgic and arthritic 
pains in various p^rts of the body, and at times displays a 
hemorrhagic tendency, marked by bleedings from the gums and 
mucous surfaces. In such cases death may be caused during 
th^oourse of the disease by hemorrhage f?om the mucous sur¬ 
faces; and even after convalescence appears to be established an 
uhoOBtrollable diarrhea may set in, knd by exhaustion lead to a 
resi^ 

—The most {ipquent complication df typho- 
malarial feve^ is inflammation of the respiratory organs; it may 
^take the fohxk ot either a troublesoine bronchitis, or a catarrhal 
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pneumonia. So often is it the complicating lesion, that whfflk- 
ever any sudden variation in temperature occurs during -Uae 
course of the fever, lung trouble may be suspected, and a 
thorough physical exploration of the chest should be instituted. 
ISerious abdominal compUcations, such as intestinal perforation, 
peritonitis and hemorrhage, are rarely met with in this fever. 

Duration. —The average duration of typho-malarial fever is 
from three to four weeks. The malarial variety is always shorter 
than the septic. Relapses may occur at any period during con¬ 
valescence. 

ANALYSIS OF CHART. 

The Nervous System. —Headache is one of the earlier and 
more constant symptoms. It often precedes the ushering-in 
chill. It is most severe in the first week, and passes into mut¬ 
tering delirium as the fever progresses. In many instances the 
delirium, if mild, occurs only at night, and in all cases it is more 
marked during the night time. In advanced stages of se- 
vere cases, subsultus terdinum, picking at the bed-clothes, 
and vague graspings in the air are observed. Neuralgic and 
arthritic pains in the back and limbs are commonly present in 
cases modified by anti-hygienic surroundings. With deferves¬ 
cence there is great lack of mental vigor, and a tendency to men¬ 
tal sluggishness. 

The Digestive Tract.—The tongue at first is somewhat 
swollen, and covered with a thin, whitish fur. As the typhoid 
state increases, it becomes dry, brown, and fissured. In grave 
cases sordes collect upon the teeth and lips. The appetite is 
greatly disturbed from the start, and is wholly lost when the 
tongue becomes brown and dry. In mild cases when the tongue 
retains its moisture, the loss of appetite may be only partial. 
Nausea and vomiting, and epigastric tenderness are present in a 
greater or less degree in all oases. Theanatters vomited usually 
consist of food, or of gastric mucus stained green with &2e 
Diarrhea is a common symptom and may occur at any period. 
It is seldom excessive before the second or third week. The 
stools are generally fetid, watery, and dark-colored. A^timoft 
they are of a dark clay color. ^With the diarrhea there is mor© 
or less abdominal tenderness, especially in the right iliac regicm. 
Tympanites is seldom marked. Hemorrhage' from hcrinlbi 
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CHART VI.— Typho-Malarial Fever, 


Nature: 

Non-contagious. 

Etioloery: 

1 A dual morblflo agent—<BOpitc and malarial.) 

Period; 

First week, 

Second week, 

(and exocptlonally the 
third) 

Third Week, 

(and exceptionally the 
fourth.) 

Initial 
srmptoma: 

A chill or malarial paroxysm. 

Nervous 

system: 

Headache, 

Restlessness, 

Sleeplessness, 

Active or muttering 
delirium. Subsultus ten- 
dinum. Carphologla, 

Delirium disappttais 
or passes into 
stupor and eotna. 

Tongue: 

Swollen. 

Bed paplllm White 
coating 

Dry and brown, 

Moist as convales¬ 
cence sets in 

Stomach: 

Anorexia, 

Nausea. Vomiting. 

Epigastric tenderness. 

Subsidence 
of symptoms. 

Dowels: 

Fetid, watery, dark evacuations; 
at times ooustlpatlon. 

Abdomen: 

Sllfi^t tenderness In right iltac fossa. Retraction. 

Tympanites rare. 

Pulse: 

100. Full and forcible, 

UO to 130 

Small, compressibie, 

Slower or faster, 

1 

Temperature: 

Gradual or sud’n rise, Remissions every 

103» to W, 2d 0 r 3d day, 

Gradually approaches 
the normal. 

Pace: 

Waxy, clay-colored or yellowish 


Bronzed, or Icteric hue. 

Blood: 

Free pigment granules. ' 


Scanty, dark*colored, turbid. 

Increased. 

Liver: 

Enlai-ged. Hepatic tondcrncKS 

Spleen- 

• Enlarged. Pigmented. Dark. 

Duration: 

Two to four weeks. 

Complications: 


Bronchitis and catarrhal pneumonia. 
---a ' , 


occasionally occurs and may cause death from exhaustion. When 
diarrhea follows the subsidence of the fever, and is uncontroll¬ 
able, there is danger of its leading to a fatal termination. He¬ 
patic tenderness is a well-marked and early symptom. Enlarge¬ 
ment of the spleen takes place as the fever progresses. The 
' tjnnount of exilargement is apt to be greater than in typhoid 


fever. 
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The Temperature. —The temperataie rise is apt to be sud- 
■den, and may reach IDS'" Fahr. or 104® Fahr. in a few hours. Ih 
aozue coses the rise is gradual, the maximum not being reached 
before the tenth day. Well-marked forenoon remissions appear 
every second or third day. 

The Pulse.—The increase in the frequency of the pulse cor¬ 
responds to the rise in temperature. It is less frequent in the 
morning than in the evening. During the first week it is full, 
and rarely exceeds 100. During the second and third weeks, it 
is small and compressible, and ranges from 110 to 130, During 
the third week it gradually diminishes in frequency. In severe 
cases it is apt to be frequent. And as a general i*ule a steady 
range above 120 renders the prognosis somewhat unfavorable. 

The Cutaneous Surface. —The skin becomes dry and harsh^ 
and assumes a hronzed Ime shortly after the onset of the fever. 

Morbid Anatomy. —The pathological changes of typho-mala- 
rial fever are similar to those which occur in typhoid fever, and 
in malarial fever. The liver is increased in size, and its cut sur¬ 
face presents an appearance analogous to that of nutmeg liver. 
In many cases it is softened, and upon microscopical examination 
fchowB free fat, and more or less brown pigment in the hepatic 
cells. The sj}leen is enlarged, softened and pigmented, and on 
section is of an almost black color. The changes in the kidneys 
are those of hyperoemia and are most marked in the cortical sub¬ 
stance. The heart is soft and of a pale, yellowish, or faded-leaf 
color; the softening is due to a granular degeneration of the 
muscular fibres. The hhod is dark colored, and contains free~ 
jngment granules. The intestinal changes of typho-malarial 
fever, like those of typhoid fever center in and around the agmi¬ 
nate and solitary glands of the ileum. The pathological pro¬ 
cesses commence at the lower extremity of the ileum and extend 
upwards. The glands may be found ya different stages of de¬ 
generation. In the earlier stages they are enlarged and infil¬ 
trated by an excessive proliferation of cellular elemente, and by 
-a deposit of black pigment, and the mucous membrane presents 
the api>6aranc6 of catarrhal inflammation. Payer’s patehes be¬ 
come thickened, and there is a gradual elevation of the mucous 
membrane surrounding the enlarged foUides. After a variable 
length of time, ulcers appear at the summit of the follicles. 



118 


Lectxjbes on fevebs. 


Tliese uloers differ from those of typhoid fever, in that they pre¬ 
sent ragged, irregular and extremely undermined edges, and axe 
more or less pigmented. They may involve only a single folli¬ 
cle, or they may extend into the submucous tissue and attain the 
size of from half an inch to an inch in diameter. The eidarged 
patches rarely present the umbilical depression prior to ulceration^ 
so common in t 3 rphoid fever. Intestinal perforation as a result of 
ulceration is an accident seldom met with in typho-malarial fever. 
The mesenteric glands will usually be found more or less en¬ 
larged and pigmented. Small ulcers ore occasionally met with 
in the stom^h and large intestines. And if scurvy complicates 
either type, ulcerative changes similar to those found in chronic 
malarial dysentery, are liable to occur. 

Differential Diagnosis.—The septic type of typho-malarial 
fever is liable to be confounded with typhoid /every and the 
malarial type with simple remittent fever. The onset of 
typho-malarial fever however, is apt to be sudden and is 
marked by a distinct chill, while that of typhoid fever is in¬ 
sidious, and is attended only by a chilly sensation. The tem¬ 
perature rise in typho-malarial fever is sudden, and follows 
no typical range, while in typhoid fever the typical range 
during the first week is characteristic. In typho-malarial 
fever there is a distinct periodicity in febrile action which 
does not appear in typhoid fever. Typho-malarial fever has 
no characteristic eruption, while typhoid fever has a rose- 
colored eruption, which makes its appearance about the seventh 
day. The individual rose-colored spots of typhoid fever last 
only three days, while the eruption of typho-malarial fever, 
when present, remains visible throughout the whole course of 
the fever. In typho-malarial fever the skin has an icteroid 
hue, and there is marked hepatic tenderness, and extensive 
splenic enlargement. The stools of typho-malarial fever are 
non-infectiouB, while those of typhoid fever ore infectious. 
The blood in typho-malarial fever contains free pigment, while 
|hat of typhoid fever rarely does. 

^" ^^m simple remittent fever, typho-malarial fever may be 
differentiated by the early appearance of the enteric symptoms 
in the latter. 

From typhus fever, it may be diagnosed by the presence of 
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abciominal symptoms which are absent in typhus, ailcFby the ab¬ 
sence of the mulberry-rash of typhus. 

From yellow fever^ it may be <^tinguished by the fact that the 
range of temperature is lower in tlie former than in the latter. 
Yellow fever is a portable disease, typho-malarial fever is en¬ 
demic, and non-portable. In yellow fever the short duration of 
the disease, the remission on tne third or fourth day, the circum- 
orbital pain, the red and watery eye, the peculiar color of the 
skin, the projectile vomiting, the black vomit, the gaseous 
pulse, the absence of diarrhea, and the presence of albumen in 
the urine, are symptoms sufficiently diagnostic. , 

Prognosis. —The prognosis varies with the habits and social 
condition of the patient. The average ratio of mortality is from 
five to ten per cent. The septic type is more fatal than the ma¬ 
larial t 3 rpe. Drunkenness and anti-hygienic surroundings lessen 
the chances for recovery. The prognosis should always be 
guarded when there is a continued high temperature, a frequent, 
feeble, fluttering pulse, a profuse diarrhea, a dry, red and fissured 
tongue, great drowsiness and a tendency to stupor and coma, and 
especially when, during the third week of the fever, ca 2 >illaify 
bronchitis or pneumonia supervenes. 

Treatment.—The preventive treatment consists in the first 
place in entire removal from anti-hygienic surroundings, such as 
over-crowding, defective sewerage or faulty drainage; and in 
the second place, in well regulated and nutritious feeding, and 
in the strict observance of the laws of health. You will fre¬ 
quently find haptisia, 1st diL administered morning and evening, 
act as a valuable prophylactic in localities where typho-malarial 
fever prevails. 

Principal Remedies. —The therapeutics of this form of fever 
will vary with the type of the fever, and the peculiarities of each 
individual case. The septic type will frequently be aborted by 
the timely use of haptisia; and the malaricd >ty|»e can be materi¬ 
ally shortened by the administration of geh^ium during tlie 
stage of invasion. When these femedies fail to cut short the 
disease before the end of the first week, hryonia will generally 
be needed. And if in from two to four days no improvement 
appears, bryonia should give place to rhiia tox., and especially if 
there is diarrhea and the stools are black-brown, and iiiivolun- 
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tary. -4r#e«icum follows well after rhus tox., aud is adapted to 
the second end third weeks of the fever. For hepatic disturb¬ 
ances mercurius will frequently be Heeded. Hyosoyamus, stra¬ 
monium, or belladon^ia, will prove a valuable intercurrent 
remedy, when stupor or furious delirium supervenes. Arnica 
is indicated as an intercurrent when tliere are involuntary 
discharges of stoqj and urine. When the pneumonic symp¬ 
toms are strongly marked, and have not been relieved by bry- 
onia, and there is a violent dry racking cough, Phospliortis 
often helps. “ Stools, black like coffee dregs,”, is an additional 
indication for phosphorus. Tetri, cmet, will be of service when 
there are mucous rales, and threatened cedema of the lungs. A 
tardy convalescence calls for either Phosphoric add or cinchona, 

Baptisia.—Corresponds with the first 7 or 10 days of the fever^ 
and is our nearest similimum for the congestive and catarrhal 
changes occurring in the intestinal tract during this period. It 
has a marked action to clean the tongue, and causes an early re¬ 
turn of appetite. A soreness on lying, and a sense of being all 
to pieces, are characteristics. Typho-malarial fever, not typhoid 
fever, is the fever that is “broken up” by the administration of 
Baptisia; as typhoid fever will run its typical course in spite of 
treatment. 

Bryonia.—Stands next to baptisia. It has a longer action 
than baptisia, and corresponds to forms that run a mild or mod¬ 
erately intense course. It frequently cuts the fever short at the 
end of the second week if not before. Moderately severe oases 
frequently need no other remedy. Nightly delirium does not in 
any stage contra-indicate, but on the contrary is an additional 
indication for, bryonia. 

Bhus tox.—Is indicated for a more intense character of the 
disease, and when there is excessive, reactive endeavor with in¬ 
sufficient reactive power^ It corresponds tp ail the stages, but 
seldom cuts the fever short. A red triangle at* the tip of the 
tongue is characteristic. 

Arsenicum alb. —Follows Ehus well, and especially if the 
adynamic state is S&ongly marked. Marked remissions of the 
lever are qtdte choraCteristiG of this remedy. Weak and debili¬ 
tated individuals frequently respond, as if by magic, to the 
potion of arsenic. 
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Oelsemium* —^la specially u&eful on the early stages of the 
malarial type of this form of feyer. There is great ueryous rest¬ 
lessness, and muscular weakness. The pulse is full and soft, but 
not very rapid. The tongue is moist and coated with a white 
fur. After the end of the first week either ^enicum or bryonia 
will be needed to complete the cure. 

Mercurius. —Isoftener indicated in typho-malarial fever, than 
in typhoid fever. An ict^roid hue of the skin, hepatic tender¬ 
ness, and a painful sensibility of the abdomen, are among the 
more prominent symptoms. Mercurius is never indicated when 
there is delirium and the tongue becomes dry. 

Phosphorus. —la the remedy for the limg complications, and 
when colliquative diarrhea occurs as a sequel. 

Phosphoric Acid. —Will frequently prove useful in cases 
complicated with scurvy ; and when convalescence is protracted 
and there is great prostration. 

Additional indications for these, and for other less important 
remedies for typho-malarial fever, have already been mentioned 
in a general way in connection with the treatment of malarial 
fevers. They will, however, be specially considered when we 
come to speak of the treatment of typhoid fever. 

HYGIENIC AND DIETETIC TREATMENT. 

The sick room should be large and well ventilated. The tem¬ 
perature of the apartment should be maintained at from 60° Fahr. 
to 70° Fahr. Mental quietude is extremely important. If the 
fever runs high the cold hath, as recommended by some of our 
writers, if used at all, should be used with extreme caution, for 
typho-malarial fever patients do not always stand this treatment 
well. 

The best drink is pure water. But wine and water, lemonade, 
iced tea with lemon juice, or thin barley water are all grateful. 

The diet should be restricted and for the most part liquid. It 
should be administered with regularity, and as often as eveiy 
hour or two when there is great prostration. Milk occupies the 
first place as a food. It may be given either raw or boiled. But- 
ter-milk or koumyss may be given occasionally as a substitute 
for milk. Beef tea or chicken broth containing a little barley is 
very nutritious and is oftentimes quite palatable to the pati^i 
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The addition of two or three grains of pepsin* to each cupful 
of milk or broth facilitates digestion. Alcoholic stimulants are 
unnecessary unless there are signs of heart failure. the ma¬ 
jority of cases they are not needed before the end of the second 
week. The best efiects are obtained from claret or champagne. 
Whisky or brandy may be given in the form of milk punch or 
commingled with water. During convalescence the diet should 
be restricted to milk, koumyss, eggs, custards, farinaceous foods, 
and animal broths. At the end of a week solid food and par¬ 
ticularly meat may be taken. Milk punch, egg-nog, and wine 
are often of service during convalescence. And as early as 
practicable a brief journey to the sea-shore, or at least a change 
of climate and scenery will aid materially in bringing about a 
rapid restoration to health. 

^Hawley’s sacchorated pepsin is the best. Fairchild’s essence of pepsin 
stands next. 



LECTUBE IX, 

Hay Fever. 

Hay fever may be justly classed among the miasmatic dis- 
eases, as it is caused by the action of an agent which originates 
outside the susceptible organism, and floats in the atmosphere, 
and cannot be conveyed from one susceptible person to another. 

Definition. —It may be defined as a miasmatic disease caused 
mainly by the action of the pollen of plants and grasses upon 
the organs of respiration. It is confined almost wholly to the 
educated classes, and occurs mostly between the ages of 15 
and 45. It appears in two forms; the catarrhal, and the asthmatic. 
The catarrhal variety is cheiracterized by the discharge of thin 
watery serum from the nostrils, by violent attacks of sneezing, 
by redness and swelling of the eyelids, by severe lachrymation, 
and by a slight burning feeling in the mucous membrane of the 
mouth and fauces. The asthmatic variety is in addition con¬ 
stantly accompanied by laryngo-bronchial catarrh. Its asthma 
is peculiar in that it occurs mostly in the day time, and varies 
from a moderate cough to intense and distressing dyspnoea. 
Hay fever usually attacks' its victims annually, either in June, 
August or September; and the earlier the attack the milder its 
course. It appears suddenly, remains about six weeks, and de¬ 
parts as suddenly as it came, leaving behind no perceptible ef¬ 
fects. 

Synonyms. —^It has been variously named, Bose cold, June 
cold, Bostook’s catarrh, Pollen catarrh, Pollen asthma, Hay 
asthma. Bye asthma, and Catarrhos festirua 

History. —Hay fever had its birth-place in England. It was 
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first described by Bostock, himself a victim, in 1819. In 1854 
Phoebus of Giessen, gave an analysis of 300 cases. Dr. Wyman, 
of Harvard University, in 1872 described the disease under the 
name of autumnal catarrh. And the following year IJr. Beard 
published his treatise on hay fever or summer catarrh. More 
recently Dr. Blackley has given to the profession the important 
results of his experimental studies, extending over a period of 
ten years. Hay fever is especially prevalent in England, and is 
rapidly becoming a common disease in the northern sections of 
this country. 

Etiology.—The causes of this afiection are of two kinds, 
predisposing and exciting— 

1. The predisposing causes: 

Hay fever is a disease of the upper classes of society, and phy¬ 
sicians are frequent victims. It attacks only people predisposed 
to it, and mainly such as are of the Anglo-Saxon race. Nervous 
temperaments are particularly susceptible. The degree of sus- 
eeptibility will vary in different individuals, and a given pollen 
may be highly irritating with one person and comparatively 
mild with another. The susceptibility becomes more marked in 
each succeeding year. The disease attacks individuals under 
forty years of age only; and prevails more among males than 
females. Hereditary tendency is supposed by some to play an 
important part in its causation. 

2. The exciting causes: 

Hay fever appears usually in early summer and mid-summer. 
It is caused by the presence of the pollen of flowering plants in 
the atmosphere, and its irritant action on the respiratory mucous 
membrane of susceptible individuals. The time of flowering of 
hay grass, Indian com, and especially of the rag-weed (which 
begins the latter part of August, and continues through Sep¬ 
tember) is most favorable to its development. The pollen be¬ 
longs to the non-coherent class, and as it floats in the air is dry 
■and shrivelled. In the dry as well as in che fresh state it is ca¬ 
pable of producing all the symptoms of this distressing malady. 
The pollen of plants that have flowered prematurely does not 
possera the activity of that which is generated later. Tempera- 
tore exercises an important influence upon the production as 
well as activity of pollen. A low temperature below a certain 
point not only lessens the quantify* thrown off, but also causes 
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that which is generated to act with less vigor. Sainy weather 
notably diminishes the quantity. Hence hay fever patients 
BVL&BT less in cold and wet summers than in warm and coiu<^ 
paratively dry seasons. 

The disturbance caused by the pollen is due partly to its me* 
chanical effect and partly to the physiological action of its granu¬ 
lar matter. Blackley thinks that the sneezing and discharge of 
serum of the first stage, are due to the mechanical changes in¬ 
cident to the development of the pollen tube, from the influence 
of the moisture of the nasal passages on the pollen, and its pene¬ 
tration into the mucous follicle. And the swelling caused by 
the effusion of fluid into the submucous cellular tissue is due 
to the presence of some substance or quality in the gi’anular 
matter. 

Hay fever attacks are m<^e violent in the country than in the 
city, and in the open air than in-doors. In this country the 
disease prevails mostly throughout the North, while nearly the 
whole of the Southern States is entirely free from it. 

Varieties.—It may exist in either of two forms—the catarrhal 
and the asthmatic —and each form is made up of three stages— 

1. The stage of development: which lasts from one hour to a 
few days. 

2. The paroxysmal stage: of three or four weeks’duration. 

3. The stage of convalescence: of short duration. 

Both varieties may exist together, or either one of them may 
apx^ear alone. 

Clinical History.—The catarrhal form runs its course with 
little or no pain, and no important symptoms. The first symp¬ 
tom is generally a mild or severe itching in the fauces, Eustachian 
tubes, and the nostrik. Violent attacks of sneezing soon occur^ 
followed by a discharge of thin watery serum from the nostrils. 
The nasal mucous membrane swells mor§ or less rapidly, accord¬ 
ing to the amount of pollen in the respired air. Frequently tho 
swelling is so great that the nares are closed. If the patient 
takes the recumbent position on the side, the swelling subsides 
in the nasal passage which is uppermost, since the cedematous 
ejObsion gravitates towards the lowest part. As the height of 
the hay season approaches, the pstroxysms of sneezing, which 
have hitherto occurred mostly during the day, are apt to appear 
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also at niglit. After a time the sensibility of the highly swollen 
Schneiderian membrane becomes lessened. Later the membrane 
becomes thickened, and ultimately even purulent The eye 
symptoms generally follow the nasal symptoms and are initiated 
by an attack of itching. As the season progresses the itching 
becomes more troublesome, and is irequently attended by a 
slight burning sensation. Occasionally shooting neuralgic pains 
are felt in the back part of the orbit and in the eyeball In 
severe attacks the eyelids become oedematous, and slight che- 
mosis is established. When the disease is fully developed the 
lachrymal cauals and nasal ducts become almost entirely closed 
by the swelling of the submucous tissue. The discharge is at 
first thin and watery, then thicker, and in exceptional cases, 
purulent The mucous membrane of the fauces and mouth is 
not as sensitive to the action of the^ollen, as that of the nares. 
The pharynx is the seat of an itching and slight burning or 
pricking sensation. The’itching is apt to be severe in the hard 
palate, the upper part of the pharynx and in the Eustachian 
tubes. Sometimes there is slight deafness, which occasionally 
tends to linger. Rarely there is hoarseness and a moderate 
cough. The cliemosis and the oedema of the eyelids are gener¬ 
ally the last symptoms to disappear. 

The nftthmah’c form is constantly accompanied by laryngo- 
bronchial catarrh, and in many of its symptoms closely resem¬ 
bles ordinary asthma. After the coryza and eye symptoms of 
the ordinaiy catarrhal fonn have been in existence a variable 
length of time, a difficulty of breathing appears. Sometimes 
hol^^ever they will come together. The first symptom of an 
asthmatic attack is a sense of iaghtness and weight across the 
chest. The difficulty of breathing is greatest during the night, 
but may be somewhat severe dui ing the after part of the day, 
from the increased inhalation of pollen. Patients frequently 
complain of a feeling as of a band passing arpund the head above 
the eyes. AjEter the catarrhal symptoms hsve existed for some 
time a cough appears. In some cases this cough is moderate, 
and is attended with some expeckUation and slight dyspnoea; 
whilst in ^qthers it is dry and spasmodic, and is accompanied by 
asthmatic symptoms^ with great dyspnoea and anxiety, 
«Che sputum |b ^ first thin and frothy, later itmay be purulent. 
In the 4e61ining stage of the disease there is a marked tendency 
for the discharge from the nostrils lo become purifonn. 
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In some instances, after a long and violent attack of sneezing, 
a slight fever is disoernibla The pnlse will then be frequent 
and full, the face flushed, and the respiration more rapid This 
temporary feverish state is apt to end with a slight shivering, 
and a cold perspiration. Active exercise produces marked ag¬ 
gravation of all symptoms. Hence hay fever patients should 
keep on hand a generous supply of “ fatigue, material.” 

After these symptoms have prevailed with greater or lesser 
intensity for three, four or six w’eeks, they begin to decline, and 
the patient enters convalescence. The recovery is usually rapid 
The a&thma departs suddenly, often in a single night, and the 
catarrhal symptoms vanish within two or three days. Frequent¬ 
ly the attacks are prolonged by renewed exposure to the in¬ 
fluence of pollen. 

ANALYSIS OF CHART. 

The Schneiderian Membrane.—In the earlier years of the 
disease, the action of the pollen is most marked in the nasal p^- 
sages. In tlie first stages of the disorder the fits of sneezing 
are not very long nor very severe, but later on they become so 
violent that for the time being the patient loses all self-cbntroL 
He may sneeze twenty or thirty times in succession. Occasion¬ 
ally a profuse cold sweat will break out at the termination of 
each sneezing attack. The frequency of the sneezing paroxysms^ 
and the profuseness of the discharge of thin watery serum de¬ 
pend largely though not entirely, upon the quantity of pollen 
inhaled. After a time the alsa nasi, as well as the mucous mem¬ 
brane lining the nasal passages, become inflamed and tender. 
As the disease progresses the discharge from the nostrils tends 
to become inspissated and puriform, especially early in the 
morning. 

The Eyes.—In most oases the irritation of the eyes follows 
that of the nasal passages, but if the wi^d is moderately strong, 
and in consequence thereof an extra quantity f of pollen is 
brought into contact with the conjunctiva, it may appear earlier 
than the nasal symptoms. The first symptom is usually a troub¬ 
lesome itching. The swelling and occlusion of ibe |aehrymal 
canals and nasal ducts, is caused in part by the irritation of the 
pollen which passes down Ihe duct from the eyeball, and in part 
by that which is deposited in the nostril ducing respiration. The 
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CHART yiL—Hay Fever. 


BtloloflT: 

The pollen of plants and grasses. 

l^zQo of ap- 
pearanoe: 

From July to September. 

Catarrhal Form « 

Stogo 

Stajio of develop¬ 
ment. 

Paroxysmal stage 

Stage of convales- 
cenOc 

Buiatlou: 

1 hour to 48 hours 

8 to 4 weeks. 

A 

12 hours to 82 hours 

Koro: 

Itching. 

Sneezing lu day-timo. 
Watery discharge 

Swelling of mucous mcm 
Snoozing, day and night 
Dlscburgo,watoiy & thin, 
or else inspissated or 
♦ puntorm 

Disohargo at times 
puriform. 

. Eyoa: 

Itching and 
Lnohry motion. 

Itching. Lachrymatlon 
Neuralgic pains. 

(Edemaof lids. Chemctfis 

(Edema of lids and 
Uhemosis. 

Mouth anil 
, fiiuooR: 

Itching. 

Itching and slight bura’g. 


Ears* 

Itching 

Slight dullness of hearing 

Skin 

At times a papular eruption is present 

Asthmatic Form. 

Statre: 

Stage of develop¬ 
ment. 

Paroxysmal stage 

Stage of convaleb- 
cenro 

Duratiou: 

• 

1 hour to 48 hours. 

3 to 4 weeks, 

1 to 3 days 

Noac, ^08, 
mouth 

and fauoes. 

• 

t 

S 3 mptoms same as In the catarrhal form. 

Larynx and 
trachea: 

DUBoulljr of 

breathing. 

• 

Slight hoarseness. 

Slight obstruction 

of breathing. 

Wheezing Rules. 
Cough, model ate or 
severe. « 
Dyspnoe' 

SroQohl. 

Sputum: 

« 

Thin, frothi^. and containing granules. 

^ Ears: . 

* 

Slight deafness. Tinnitus auiium. 

Bhad: ' 

Feeling as of a band around the head above the eyes 
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itching and burning in the eyes cause a constant desire on the 
part of the patient to rub them. Cliemosis is only produced 
when there is a maximum quantity of pollen in the air, or when 
the patient is very sensitive to its action. Photophobia is occa¬ 
sionally added to the discomfort of the temporary invalid. The 
discharges from the eye are at first thin and watery, later they 
become inspissated. In ordinary hay-fever attacks, the mischief 
does not extend beyond the sub-conjunctival cellular tissue. 

The Mouth and Fauces. —The itching sensations in the mouth 
and fauces usually follow those of the eyes and nasal passages. 
They are seldom very strongly mai’ked, and deglutition is rarely 
interfered with. At times there is a sense of dryness and ob¬ 
struction ill tlie throat on awaking in the morning. 

The Respiratory Tract. —Chest symptoms appear only in 
the asthmatic variety. The first asthmatic attack usually comes 
on in the day-time, after the coryza and lachrymation have be¬ 
come well-marked. And when astlima once appears it is apt to 
continue with more or less severity during the whole of the hay 
season. In some cases the dyspnoea becomes so urgent tliat the 
patient is unable to lie down. A scanty expectoration is usually 
accompanied by more dyspnoea than a copious one. The dyspnoea 
is due to the tumefaction of the bronchial mucous membrane, and 
the consequent interference with the free transmission of air, 
which causes imperfect oxygenation of the blood. Emphysema 
of the lungs, which is a common sequel of ordinary asUima is 
I'arely, if ever, found to follow hay asthma. 

Differential Diagnosis). —From ordinary sporadic cqiarrhs^ 
tlie catarrhal variety of hay fever may be distinguished by its 
returning annually at the regular season, and by the attacks be¬ 
ing more violent during a residence in the vicinity of fields of 
flowering grasses and cereals. Flakes of epitheliunf which are 
frequently found in the effused fluid ia severe attacks of com¬ 
mon coryza, are seldom if ever found in hay fever. 

From common asthma the Jfsthmatic variety may be easily 
differentiated. The first attack of the season of hay asthma ap¬ 
pears in the day-time, after exposure to the influence of pollen. 
The first attack of ordinary asthma comes on at night, an^ fre¬ 
quently after a dyspeptic siege. A primary attack of ordinary 
asthma generally comes on in-doors, that of hay asttma often 



130 


LEOTUBER ON FEVEBS. 


comes on in the open air. The paroxysms of ordinary astlima 
are intermittent in character, while those of hay asthma are apt 
to be remittent. Tlie coryza of common asthma is never as se- 
Tere as that of hay asthma. Hay asthma is a disease of the sum¬ 
mer months, while common asthma is most prevalent during the 
winter season. 

Prognosis. —The prognosis is always favorable, though the 
disease tends to return in succeeding years. 

Treatment. — Prophylaxis. —The preventive treatment con¬ 
sists mainly in the removal of the patient beyond the reach of 
pollen. High altitudes and the open ocean are most free from 
it. Hence a residence at such places as Deer Park, or Jefferson, 
or Paul Smith’s in the Adirondacks, or a sea voyage is an un¬ 
failing remedy. Many would-be victims escape by $. timely re¬ 
moval to the sea-coast. Such patients are quite comfortable and 
enjoy immunity from the attacks, as long as the sea breeze blows, 
but are more or less affected as soon as a land breeze appears. 

Sulphury if taken before the hay season setsin, will to a limited 
extent modify the attacks, but the Arsenicum iodide is our best 
prophylactic remedy. Dr. Sebastian, of Texas, has experienced 
good results from the wearing of a thick veil during the hay 
fever season. In men, the respirator, alluded to in the lectures 
on malaria, might be worn instead of the veil. 

The following localities and places of escape from the domain 
of pollen, are mentioned by Dr. Morril Wyman : The Glen, 
Gorham, Randolph, Jefferson, Whitefield, Bethlehem village, 
the White Mountain Not^sh, and the Twin Mountain House, in 
New Hampshire; Mount Mansfield,‘in Vermont; the Adiron¬ 
dacks; the Island of Mackinaw; the Lake Superior region; the 
Allegheny Mountains at Oakland, and the Iron Mountain. A 
certain immunity is experienced at Fire Island, off the coast of 
Long Island, and at Beach Haven on the Jersey coast. 

From this Ideality (Chicago), patient*^ frequently go to places 
in Northern Michigan, Wiscon^, or Minnesota, during the hay 
fever season. English physicians often send their patients to 
the Highlands in Scotland, or to the mountainous districts in 
Wales. 

Pallifttfve Treatment. —Nasal douches, or spray inhalations 
of a solution of glyceroborate of calcium, dty inhalations of an 
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iodine and ether solution, or insufflations of Mercurius oorr- 
Ist cent trii, or Argentum nitricum, 1st dec. trit., may prove 
highly serviceable during the attack. A weak galvanic current 
will greatly relieve the frontal headache. The irritation of the* 
eyes and face may be allayed by bathing the parts several times 
per day, in hot and cold tv ater, alternately. Voluntary preven¬ 
tion of sneezing will greatly benefit mild cases. Pressing firmfy 
on the upper lip, when the inclination is felt, will frequently ar¬ 
rest a sneezing paroxysm. Arsmiaie of Qxdnine and TurMsh 
baths are occasionally of service for the prostration. 

Leading Indications.—Change of climate is the most effect¬ 
ive remedy. Patients unable to go away during the hay fever 
season, may however be greatly benefited, and at times cured, 
by internal treatment 

Aconite.—In plethoric, active individuals, and when there is 
febrile disturbance, photophobia, and a feeling as of sand in 
the eyes. Violent sneezing with slight discharge of blood from 
nose and larynx. Loud, dry, hard cough, before or after sneezing. 
Numbness in the back part of the throat After mental excite¬ 
ment. 

Allium cepa.—Burning, acrid discharge, with violent laryn¬ 
geal cough. Smarting of the eyes with violent sneezing. Must 
take a long breath, and then sneeze accordingly. AVorse in the 
<"vening and in a warm room. Symptoms begin on the left side 
and travel to the right. 

Ammonium mur.—Burning in the eyes, and lachrymation at 
night Bawnefes and soreness in the fauces. Is obliged to clear 
the throat frequently. Burning in small spots in the chest Itch¬ 
ing in the lar 3 mx. Dyspnoea on moving and when lying, 

Aralia racemosa.—Smarting soreness of posterior nares and 
alee nasi. Frequent sneezing. Warm salty taste in the mouth. 
Dry, wheezing respiration, witji rkpidly increasing dyspnoea. 
Suffocative feeling on lying doTpi. Loud whistling, worse during 
inspiration. Excessive sensitiveness to slight changes of tem¬ 
perature. 

Arsenicum alb.—Is the best remedy for a watery, acrid, ex¬ 
coriating discharge, with thirst, burning sensations about the 
nose, eyes, throat and chest Great restlessness and anxiety, and 
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extreme debility. Dyspnoea, especially when paroxysms ar& 
worse from midnight till day-break. Pain extending from the 
small of the back to the thighs, when coughing. Symptoms 
worse from the least bodily exertion, and from a change of 
weather. 

Arsenicnm iodide.—In individuals of pale, delicate complex¬ 
ion, and when there is a tendency to glandular enlargement. 
PufiSness of the lids. Burning sensations in the nostrils and 
throat. Discharge irritating and corrosive. Worse in the morn¬ 
ing, or after meals. 

Arnm triph.—Sneezing, with acrid, fluent discharge; excoria¬ 
tion of nostril and upper lip. All the symptoms are worse at 
night, 

Asarum.—Fluent discharge with deafness. Sensation as if 
the ears were plugged up with something. 

Badiaga.—Spasmodic cough with sneezing and lachrymation. 
Yellow viscid mucus flies from the mouth and nostrils during the 
paroxysm. 

Belladonna.—In plethoric individuals, and especially in chil¬ 
dren and females of an irritable disposition. Dryness of the 
mouth and throat Offensive smell, after blowing the nose, as of 
herring-brine. The cough causes sharp cutting pains in the 
head. The paroxysms occur in the afternoon and evening, and 
are accompanied by a sensation as of dust in the lungs. All the 
symptoms are aggravated by exposure to the least current of cold 
air. 

Camphor.—The 1st attenuation of camphor, if taken as soon 
as the first symptoms appear, will frequently produce a marked 
amelioration. 

Cyclamen.—When there is a great deal of sneezing, with rheu¬ 
matic pcuns in the ear8*and* head. Loss of Smell. 

Enphrasia. —When the force of the disease is concentrated on 
the eye and its surroundings. In the early stages, as soon as the 
watery discharge and sneezing begin. When there is severe itch- 
ij^ and' burning at the margin of the eyelids, with swelling of 
the parts. Dry tickling cough in the day-time, better from eat¬ 
ing, and drinking small quantities. After windy weather. 
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Golsemium. —Malaise. Mucous discharge from the nose and 
throat. Feverishness. Pain in the throat running up to the ear 
when swallowing. Sensation as of a stream of scalding water 
passing from the throat up into the left nostril. Hardness of 
hearing. Sighing respiration. 

Orindelia robusta.—In the asthmatic variety. Inhalation 
easy but expectoration difficult. Accumulation of tenacious mu¬ 
cus in the small bronchi. Excessive nervousness. 

Ipecacuanha. —In the asthmatic form. Long continued, ex¬ 
haustive fits of coughing, with suffocative spells. Gasps for air 
at an open window. Cough causes gagging and vomiting, which 
brings relief. Worse from the least motion. 

Kali bich.—Adapted to light-haired individuals. Burning 
of mucous membrane, extending from the throat into the nostrils. 
Aching pain at the root of tlie nose, with fluent, acrid discharge. 
Pinching pain across the bridge of the nose, relieved by hard 
pressure. Hoarseness and oppressed breathing. Wheezing 
oougli with expectoration of tough, stringy mucus. Cough ex¬ 
cited by eating or drinking. Sore, ulcerated spots on the mucous 
membrane. Foul tongue. * Complete loss of smell. Has been 
successfully used as a prophylactic. 

Kali hyd.—Swelling and redness of the nose, and oedema of 
the eyelids. Burning, corroding discharge from the nostrils. 
Painful hammering in the frontal region. Oppression of breath¬ 
ing Avitli pain in both eyes. Hoarseness. Wheezing and rat¬ 
tling in the chest White, frothy expectoration. Choking sen¬ 
sation on awaking. 

Lachesis.—Excessive sneezing, with copious discharge of 
watery mucus. Swelling and soreness of the nares and lips. 
Feeling of constriction in the throat and chest. Sensitiveness 
of the larynx with a feeling of suffocation when touched. Op¬ 
pressive pain in the chest, as if full of ^ind. Dyspnoea worse 
after sleep, and after eating. All symptoms are worse during 
the day, or on falling asleep. May be used to remove excessive 
susceptibility. 

Mercurius. —Frequent sneezing, with swelling, redness, and 
soreness of the nose. Acrid excoriating discharge. Munus has 
an unpleasant odor. Inclination to vomit during conghing. Vio¬ 
lent night cough. Pain in the limbs. 
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Nitrle acid. —Sticking sensation behind the sternum, as from 
splintera Malar bones are sore. Useful in the latter stages 
when the discharge from the nostrils is thick and puriform. 

Nux Tom.—Feeling of dryness in the posterior nares. The 
nose is obstructed in the day-time, but discharges in the evening. 

Opium.—When the asthmatic attacks come on during sleep, 
and are apt to be followed by violent fits of dry, racking cough, 
relieved by drinking. 

Pulsatilla.—When the discharge has considerable consistence 
and there are alternate stoppage and discharge. The discharge is 
more copious in the open air. In hysterical individuals, or when 
accompanied by deranged menstruation. Sudden prostration 
with palpitation of the heart. Dizziness on rising from a seat. 
Copious vomiting of mucus. Constant chilliness. Loss of 
smell. Aversion to milk and fat food. 

Bumex crispiis.—Sore feeling in the eyes. Violent and 
rapid sneezing. Fluent discharge with painful irritation in the 
nostrils. Dryness in the posterior nares. 

Sabadllla .—Violent sneezing. Copious watery discharge from 
thenose and eyes. Severe frontal pain. Eedness of the eyelids. 
Lachrymation in the open air, and when looking at a bright 
light. Dryness of the mouth, without thirst. Muffled cough, 
worse on lying down. Chilliness with hfeat of the face. Pain¬ 
ful lameness in the knee joints. Is highly recommended by Dr. 
Bayes. 

Sanguinaria.—Frequent sneezing, worse on the right side, 
aggravated by odors. Watery acrid discharge. Smell in nose 
like roasted onion. Severe pain at the root of the nose, and in 
the frontal sinuses, with dry cough, and pain in the chest. 
Burning dryness of the mouth and throat, not relieved by drink¬ 
ing. Pressure and hpaviness in the upper part of the chest, 
with difficulty of breathing. Soreness end Tburning in the lungs. 
Wheezing, whistling cough, and finally diarrhea which relievos 
cough. Cough worse at night. Passage of fiatus with the 
^ngh. Bad smelling sputa. Circumscribed redness of the 
*dieeka y 

^ Sticta pul. —Incessant sneezing, with burning in the eyes. 
Splitting frontal headache with a feeling of fullness at the root 
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of the nose. Excessiye dryness of the nasal mucons membrane. 
Dryness of the throat, worse at night The secretions dry rap¬ 
idly, forming scabs difficult to dislodge. Tickling in the bronclii 
and larynx. Incessant, racking cough, provoked by inspiration. 

Sulphur. —Sneezing on first awaking in t!^e morning or on 
lying down in the evening. Profuse perspiration after sneezing 
or coughing. Continued oppression of breathing between the 
paroxysms. Soreness and ulceration of the nostrils. Kough- 
ness and dryness of the throat. Burning sensation in the 
trachea. Expectoration of a tenacious bronchial mucus. 

Tartar emet. —Great rattling of mucus, with * oppressed 
breathing. Stoppage of the nose, alternating with fluid dis¬ 
charge. Epistaxis followed by fluid discharge with sneezing. 
Loss of taste and smell. Blieumatic aching in the muscles and 
joints. 

Ambrosia art* has been used with good success in varied 
types of hay fever. 

For additional indications, consult Lecture xvii, on the treat¬ 
ment of influenza. 



LECTUEE X 

Typhoid Feyer. 

At my last lecture I completed the description of the first 
class of fevers—the miasmatic. To-day I will commence the 
history of the second class—the miasmalic-contagioiis. Tlie 
typical disease of this class is Tyi^hoid Fever. 

Beflnition.—It may be defined as an acute endemic fever, 
lasting about twenty-eight days or longer, due to a morbific 
agent—supposed to be a rod-shaped bacterium—associated with 
certain forms of decomposing animal matter. It is character¬ 
ized by a gradual approach, marked by malaise, anorexia, dull 
headache, epistaxis and a bronchial cough; “a red or dry and 
brown tongue; tympanites and abdominal tenderness; diarrhea 
with “pea-soup’* discharges; rose-colored spots, after the sev¬ 
enth day, appearing in successive crops; stupor and delirium; 
late prostration and protracted convalescence. Constant lesions 
of the solitary and agminate glands of the ileum, with enlarge¬ 
ment of the spleen and mesenteric glands, are found upon ex¬ 
amination after death. 

Synonyms.—Nervous fever. Enteric fever. Autumnal fever. 
Infantile remittent fever. Gastric fever. Mficous fever. Eed- 
tougue fever.. Endemic fever. Pythogenic fever. Abdomi¬ 
nal iyphus. 

History. —According to traditionB typhoid fever has prevailed 
from earliest times. Hippocrates is credited as having narrated 
itc symptoms in the first and third books of the Epidemics, and 
Grlen desoribed it under the name of hemHriiccus. During the 
136 
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17th century it prevailed in Europe and was described as the 
febria semitertiana. Strother, Huxhani, Manninghain, De-Haen 
and Stoll outlined it in the eighteenth century. Petit and Serres 
of France, about the beginning of the present century, first dem¬ 
onstrated that the intestinal lesions were limited to the lower 
part of the ileum. Bretonneau, in 1826, proved that the agmi¬ 
nate and solitary glands of the ileum were Eilways implicated in 
the pathological processes. He named the disease doihicneiiterie. 
Louis in his elaborate work, published in 1829, named it fievre 
iyphoide. Drs. Gerhard and Pennock of Philadelphia, in 1837, 
clearly outlined the difference between typhoid fe\er and typhus 
fever. From this time the doctrine of the identity of these two 
fevers gradually lost foot-hold, and finally was completely over¬ 
thrown by the series of papers pxiblished in the Medical Times 
(1849-52), by Sir William Jenner. At the present day the doc¬ 
trine of their non-identity is generally entertained in all parts of 
the world. 

Geographical Distribution. —Of all the fevers, this is the 
one most universally prevalent It has been observed in all 
countries and in every clime, but prevails to the greatest extent 
in the temperate zone. It is endemic in the British Isles and in 
all parts of Eurojje. On this continent it is endemic from Hud¬ 
son’s Bay to the Gulf of Mexico, and from the Atlantic coast to 
the Rocky Mountains. It has been met with in Indio, Egypt, 
and Australia, and has been reported as extremely common in 
Brazil and Peru. 

Etiology. —The causes of this fever may, for convenience of 
study, be arranged under the two familiar heads, predisposing 
and eo'cifing. 

1. The predisposing causes^ — Climafej indirectly, exerts con¬ 
siderable influence in the development of typhoid fever. For 
while the disease is met with in all countries it is especially prev¬ 
alent in the northern temperate zone. It frequently prevails in 
the same locality, year after year, when the surrounding condi¬ 
tions are favorable. As regards the season of the year, it shows 
a decided predilection for the autumn; hence the name, Autum¬ 
nal fever. It increases from July to November, and then gradu¬ 
ally declines, and becomes less frequent from February to April 
The intensity of the disease is generally greater the later It be- 
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gins. It is always more prevalent in the country after hot and 
dry summers, than after cold and wet ones. Buchanan and 
Liebermeister have shown that the prevalence of typhoid fever 
is somewhat dependent upon changes in the height of the deeper 
springs of water, and that in localities where the disease is en¬ 
demic, and the specific cause is in the earth or percolates from 
privy-vaults into the earth, the lower the water-level, the more 
abundant is the fever poison. 

A decided predisposing cause pertains to age. It is i)re-emi- 
nently a disease of early adult life, and occurs most frequently 
between the ages of *15 and 30. It is rarely met with at either 
extreme of life. It attacks by preference the strong and the 
healthy, and lurks alike in the palaces of the rich and the hovels 
of the poor. 

Frequently individual idiosyncrasies exist, which seem to pre¬ 
dispose to its attacks. Some contract the disease on the slightest 
exposure to the influence of the morbific agent, while others 
escape even after frequent and prolonged exposures. In all, 
the great predisposing cause is the special susceptibility of 
Peyer’s patches to the influence of the germ. 

Habitual exposure to the poison in those not otherwise predis- 
I)osed, confers a certain immunity from the disease. So docs 
a previous attack of the fever, for, apart from relapses, it 
seldom occurs a second time in the same in(j^viduaL And clini¬ 
cal experience further demonstrates, that pregnant, parturient 
and nursing women, are rarely a^cted. 

V 

2. The exciting causes .—The fexciting causes of typhoid fever 
cannot as yet be definitely outlined. We presume it to be an 
organized germ, and to-day know its nature only by its effects. 
Professor Klebs, of Prague, believes that he has discovered the 
specific poison, and describes it as a rod-shaped bacterium about 
.004 inch long. He affirms that numbers of these micro-organ¬ 
isms have been constantly observed in tho§e organs which are 
most affected by the disease, and that thty have been found only 
in connection with typhoid fever. Letzerioh announces that he 
has transmitted typhoid fever from man to rabbits by introduc- 
iag, per os as well as hypodeimatically, inferior organisms sus¬ 
pended in distilled water, and obtained by repeated washings of 
the dejections of typhoid fever patients. Other experimenters, 
to a limited extent, corroborate these statements, and further re- 
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searches may, at a not far distant day, succeed in establishing 
the causal relation between these microbes and typhoid fever. 
For the present, however, the morbific agent is to us an unknown 
quantity, and we must content ourselves with simply understand¬ 
ing its properties. 

As we analyze the peculiarities of the typhoid poison, and 
the course of the disease, the following facts are demonstrable: 

1. Typhoid fever never occurs spontaneously, but is always 
due to a disease germ, originating from some previous case of 
typhoid fever. 

This view was first promulgated by von^Gietl, of Munich, and 
was afterwards ably advocated by Dr. Budd, of England. And 
it is now generally recognized that when the disease appears in 
a locality, its development is preceded by the introduction of the- 
specific typhoid poison, which has been reproduced in connec¬ 
tion with decomposing organic matter—in most oases human ex¬ 
crement. 

Neither sewer gas nor the effluvia from privy vaults are capa¬ 
ble of generating the disease. Filth does not create it, nor can 
the decomposition of organic and excrfementitious substancea 
alone produce it. It is necessary that the specific typhoid poi¬ 
son be incorporated in the decomposing masses, and when tliis is- 
done the latter may become a germ center. Soil pipes and sew¬ 
erage may be defective for a long time, animal and vegetable 
decomposition may be constantly taking place, and yet no case 
of typhoid fever occur, until some individual having the disease 
comes within the district, or some substance containing the 
typhoid poison is brought within the boundaries favorable to its. 
multiplication and growth. 

The apparently autocthonous or spontaneous cases of the 
fever may be easily accounted for by remembering that mild or 
walking cases of typhoid, not recognized as such, or a case of 
simple intestinal catarrh due to the influence of the typhoid 
morbific agent, may import the disease germs into a hitherto 
non-infected locality. And again it is possible for the germ to 
be transported from an infected to a non-infected locality in the 
bed-linen, clothing, or other articles soiled by the dejections of 
patients, which may thus act a&fomifes. For already it is a dem¬ 
onstrated fact that the changes which take place in the stools 
of typhoid fever, and cause the reproduction and perfecting of 
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germs, may take place in the excrement discharged into the bed- 
linen or on the clothes of the sick, as well as in drains and sew¬ 
ers and privy vaults. 

In whichever way it is introduced into a locality hitherto free 
from it, the affection Spreads not by direct contagion, but on ac¬ 
count of cess-pool, privy or sewerage contamination from the 
dejections of some typhoid patient Therefore as typhoid fever 
is never contagious from person to person, and never originates 
spontaneously but by continuous transmission of the poison, it 
justly belongs among the miasmatic-contagious fevers, in the 
sense in which they were defined in our introductory lecture. 

2. Like the germs of other acute infectious diseases the germ 
of typhoid fever is, after introduction into the human organism, 
and under favorable circumstances, capable of indefinitely re¬ 
producing itself. 

The time taken to so reproduce is known as the period of in- 
cuhaiio'n. Its length is somewhat variabla It is longer when 
the specific poison finds access to the system by the ingesta, 
than when it reaches it through the inspired air. Being often 
an unascertainable time, the period of invai^ion, if not marked 
by rigors, is reckoned from the day on which the patient betakes 
himself to the bed. The prodromal symptoms are usually more 
severe in children than in older individuals. The duration of 
this stage varies according to the constitutional peculiarities of 
the patient. It ranges from fourteen to twenty-one days. 

Frequently the germ finds access to a system which is to it 
but barren soil. The surroundings are not such as to enable 
it to undergo the changes and indefinite reproduction necessary 
to give rise to typhoid fever. Acclimatization, a previous attack, 
and old age, may be mentioned as favorable conditions for the 
non-reproduction of the germ. 

3. The typhoid specific poison passes out of the organism with 
the fsGcal discharges, but is not capable of 4)roducing typhoid 
fever immediately, but must first undergo certain changes out¬ 
side the body, in connection with decaying organic matter. 

The germ of typhoid is contained solely in the alvine dejec¬ 
tions of the sick. And yet the fresh stools cannot communicate 
^ the disease, as the specific poison must go through a stage of de¬ 
velopment outside of the body. Hence attendants upon the 
sick do not contract the disease unless they are exposed to the 
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influence of the decomjHJsing excrements. The patient’s gar¬ 
ments and bed-linen ohly oommonicate the disease when they 
have been sqiled with the dejections which have been allowed to 
remain exjAsed long enough to undergo decomposition. The 
timeof innocuousnesBof the stools after leaving the body is very 
short, seldom longer than twelve hours. ^ 

When associated with decomposing apimal and especially 
fffical matters, the germ is capable of reproducing itself. It may 
be diffused primarily f 'om individual-privy vaults, cesspools, or 
dung-heaps; and secondarily through soakage, from individual 
contaminated springs. In large bodies o£ open water and in 
running streams it is rendered speedily inert. 

4. Under favorable circumstances, and in a soil fitted for its 
reception and growth, it may retain its activity for a considera¬ 
ble length of time after it has passed out of tlie organism, and 
is also, in this situation, capable of propagating itself continu¬ 
ously. 

The typhoid germ possesses great vitality, and may retain it 
for a long time, during the stage of development through which 
it passes outside the body. And as Wilson says: It may be 
found everywhere, and is readily capable of transportation from 
place to place, but it lurks in dark neglected corners and about 
the foul ways of men’s dwelling-places, and creeps along with 
oozing filth, crawling into wells and springs, and hiding itself in 
the ground, choosing now a victim, and again a group of them 
but never giving rise to pandemics, or in the wider sense, even 
epidemics, as do the poisons of typhus, cholera, or relapsing 
fever. 

In cities the complex system of continuous drainage, intensi¬ 
fied by that abomination, the ordinary pan water-closet, is occa¬ 
sionally conducive to local epidemics. But a case of fever can¬ 
not even here possibly infect the attendants if the alvine dejec¬ 
tions are promptly disinfected, and swept away into properly 
constructed, well-trapped and well-ventilated sewers. It is only 
where the excrement is improperly disinfected, or thrown into 
improperly constructed sewers, that it becomes a focus of infec¬ 
tion. In the country the clcrae proximity of privy vaults, foul 
drains, or grave-yards, to drinking wells, is a common promotivo 
cause. 

Local epidemics are most frequently observed in small towna 
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and villageB, while sporadic cases are constantly encountered in 
large cities and in crowded neighborhoods. 

6, It may. find access to the human body eitl^r through 
drinking water or by the inspired air. 

The danger of infection is greater from drinking contaminated 
water than from any other source. But observation proves that 
the poison in contaminated water can be destroyed by boiling 
the water. Prof, L Buckman asserts the presence of a peculiar 
^‘fungoid or confervoid” growth in water contaminated by sew¬ 
erage or otherwise, -and productive of typhoid fever. 

The experience of late years has shown that milk and meat 
are each occasionally jiroductive of outbreaks of this disease. 
This may be explained in either of two ways: 

а. The beeves and milch cows have typhoid fever, or 

б. The water in which the milk-cans are washed, or with which 
the milk is dishonestly diluted, contains typhoid germs. 

The germs may also be propagated by the atmosphere, and in¬ 
fection can be produced by the inhalation of the exlialations 
from privies or sewers in which the typhoid poison exists. And 
whatever its channels of access to the organism it manifests a 
constant predilection for the lymph follicles of the ileum. 

From this brief consideration of the etiology of typhoid 
feVer we are led to the following conclusions: 

1. That it is unquestionably a germ disease, although the nat¬ 
ure of the morbific agent is yet unknown. 

2. That it is a disease of early adult life; occurs independently 
of over-crowding; and attacks the rich as well as the poor. 

3. That it is non-contagious; and can be communicated only 

through the excrements, which have undergone decomposition 
after their discharge. ^ 

4. That it is an endemic disease, and, tmlike typho-malarial 
fever, prevails to a greater extent in the country than in cities. 


Clinical History. —The course of thib fever may be divided 
into the following six artificial periods, each one of which may 
be modified by complications or by treatment;* the prodromic 
p^odi the first, second, third and fourth weeks, and the period 


-4^l|^nvalesoence. 

1. The Prodromic PeHod. 


—The disease may, in rare instances. 


se<( In abruptiy with a chill followed by high fever, or be pre- 
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ceded by an attack resembling intermittent fever, but usually it 
is insidious in its approach. In post instances for several days 
preceding the onset of the fever, tlie patient feels weary, dull 
and indisposed to exertion. He complains of frontal headache, 
epistaxis, pains in the limbs, and tired feeling all over.’* His 
sleep is broken and uurefreshing. At the same time the appe¬ 
tite is diminished, and the tongue is swollen, and often heavily 
coated. Sometimes there are abdominal pains and diarrhea. 
After these symptoms have continued with increasing severity 
for five or six days, the fever appears, preceded either by a chill 
or chilly sensations alternating with flashes of heat, and the pa¬ 
tient is compelled to take to his bed. 

2. The First Weeh^The onset of the disease dates from the 
first rise in temperature. In the first week, the fever steadily 
increases, and the temperature rise is gradual and uniform, with 
regular morning and evening variations (Fig. 10). The daily 
rise begins about midday and attains its maximum between 
eight o’clock in the morning and midnight. At this tim© the 
skin is usually hot and dry; occasionally in the morning it is 
moist, or even bathed in sweat. Sometimes chilly sensations are 
experienced as the fever* increases during the latter part of the 
day. Tlie headache now becomes violent, and the sleep is rest¬ 
less and disturbed. Between sleeping and waking there may be 
slight delirium. The patient feels tired, and complains of a feel¬ 
ing of general lameness. There are thirst and loss of appetite. 
The tongue is at first moist, swollen, and covered with a whitish- 
yellow fur; after a time it becomes drier, smooth, and red along 
the margins and tip, and is no longer swollen. In the majority 
of cases the bowels are at first constipated, but diarrhea appears 
sometime during this period. The stools are painless, brown, 
and either thick or watery. Occasionally diarrhea continues 
from the prodromic period, while not infrequently it is absent 
in the first week. Towards the close of the period, the abdomen 
becomes swollen, and is tender to pressure over the ileo-ccecal 
region. The spleen is enlarged. The urine becomes scanty, 
dark-colored, and at times shows faint traces of albumen; the 
urea is increased and the chlorides diminished in quantity. Fre¬ 
quently mucous rales may be detected in the posterior portioim 
of the lungs. A circumscribed pink flush, which deepens to¬ 
wards evening, and resembles the flush of hectic, apx>ear^ pn one 
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or both cheeks. The highest evening temperature is usually 
reached at the close of this period. 

3. The Second Week .—During the second week, the variations 
in temperature are but slight, and the fever remains at about 
the height reached at the end of the first week (Fig. 10). The 
skin is hot and dry, the face fiushed and at times livid. About 
the tenth day the headache disappears, the patient becomes in- 
difierent, apathetic and drowsy, but has no sound sleep. Hard¬ 
ness of hearing, caused by a catarrh of the Eustachian tubes, or 
as a result of the mental state, now appears. When the patient 
is interrogated as to his condition, he usually answers that he 
feels well. All muscular movements are feeble, tremulous and 
uncertain. The tongue is dry, red, fissured and covered with 
Bordes. It is protruded with difficulty, and when protruded the 
patient fails to withdraw it, unless directed to do so. The i)a- 
tient lies on the back with the eyes half closed. Frequently 
there is subsultus tendinum and carphologia. He mutters in¬ 
coherently, and at night there is wandering delirium. Not uii- 
frequently the delirium is active, and patients may become 
maniacal to such an extent as to require physical restraint. 
The mind is often occupied with whatever matters engaged its 
attention just prior to the illness. The urine and faeces are 
often passed involuntarily; at times the former is retained, and 
contains a small amount of albumen. In most cases the abdo¬ 
men gradually becomes tympanitic, and there is tenderness and 
gurgling, especially in the ileo-caecal region. The diarrhea in¬ 
creases, and the stools are of a yellowish-green color, resembling 
at times pea-soup; hence the term “ pea-soup discharges.” The 
spleen steadily increases in 'size, but owing to the tympanites, 
its borders can rarely be defined. An eruption, which is char¬ 
acteristic of the disease, appears between the sixth and twelfth 
days, and remains visible from eight to fourteen days. It con¬ 
sists of small, isolated) lenticular, light red. spots, which disap¬ 
pear on pressure^ and come out in successive crops. The spots 
vary in si^ from a point to a line and a lialf; and each individ¬ 
ual spo): remains visible for three days, and then disappears. 
They vary in numbers fro^ a few to many and are usually most 
abundant upon the chest and abdomen. Two or three well-de¬ 
fined spots are Sufficient to establish the existence of the fever. 
The eruption is generally most marked in cases which opeur be- 
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tween the ages of ten and thirty. Sibilant and sub-crepitant 
rales are, upon physical exploration of the chest, found to su])- 
plement the mucous rales of the first week, Hese rales are in¬ 
dicative of an extension of the catarrhal processes to the smaller 
bronchi. 

4. The Third Week .— In the third week, the morning remis¬ 
sions become more marked, and the fever changes from the con¬ 
tinuous to the remittent form (Fig. 10). This change is usually 
a gradual one, but not infrequently it takes place suddenly, some¬ 
times as early as the fourteenth day, with a high evening exacer¬ 
bation followed by a decided morning remission. The severe 
symptoms of tlie second week, however, continue, and frequently 
increase in intensity. For it is not until the end of this period 
that the morning remissions begin to affect the general condition 
of the patient. And it often happens that the symptoms which 
belong to the latter half of the second and the beginning of the 
third week, and which collectively constitute the iyphoul siate, 
are not fully developed until after the middle of thiei period. 
The strength steadily weakens, and the patient is, now, no longer 
able to raise himself, or even turn in bed. The stupor deepens, 
and the fmces and urine are passed involimtarily, or the latter 
may be retained. Emaciation becomes more and more marked, 
and bed-sores are apt to form at points of pressure. Sudamina 
frequently appear on the neck, chest, and abdomen. The pulse 
grows frequent and feeble. It is during this period that most 
of the complications, especially those of the respiratory organs, 
are developed. 

6. The Fourth Week .—The fever is now decidedly remittent, 
and as the defervescence draws to a close, becomes distinctly in¬ 
termittent (Fig. 10). The morning fall in temperature is each 
day lower, and the evening exacerbation is less decided. There 
is a gradual amelioration of alHhe symptoms. The stupor dis¬ 
appears and the patient returns to consciousness. The tongue 
begins to clean, the thirst lessens, and the appetite returns. The 
tympanites diminishes, and the stdols are less frequent, darker, 
and of greater consistence. The urine is increased in quantity 
and lighter in color. The skin is ofttimes bathed in ^sweat, es¬ 
pecially during sleep. Thfe pulse becomes less frequent, and 
fuller. And the spleen returns to its natural size. Notwith¬ 
standing an amelioration in all the other symptoms occurs dur- 
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ing this period, the emaciation progresses with marked uni¬ 
formity, until the temperature range reaches the normal. And 
frequently, so great is the emaciation, that during the course of 
the disease the patient loses one-sixth or one-seventh of his body- 
weight 

6. Corn'olescence. —The disappearance of the fever marks the 
period of convalescence. Frequently in the early days of this 
period the morning temperature becomes sub-normal. From 
this time, the weight of the body rapidly increased, the appe¬ 
tite returns, and the patient gains strength daily. Relapses 
(Fig.ll) occur in about three per cent of the cases, while “re¬ 
crudescences of the fever” or attacks of “after fever” are eas¬ 
ily brought about by such errors in diet as overfeeding or the 
too early indulgence in solid food, or by over-exertion mentally 
or physically. Danger of perforation of the intestine from deep 
ulceration of the glands of Peyer, exists always after the first 
■week until late in convalescence. And it is not an infrequent 
occurrence for patients out of bed for a week or two, to die 
suddenly from this cause. Usually convalescence is tedious, and 
months frequently elapse before the average typhoid-fever pa¬ 
tient regains his accustomed health. 
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Typhoid Feyer (Contintted). 

In my last lecture I described to you the prominent symptoms 
of a typical case of typhoid fever. To-day, before proceeding 
to an analytical study of the principal symptoms of the disease, 

I would invite your attention to two types of cases which run 
an irregular course; I refer to the mild and the ctbotdive forn*#, 

1. Mild Typhoid Fever,—In mild or “walking cases” of 

typhoid fever, the onset is gradual, the symptoms are only mod¬ 
erately severe, and the fever runs its regular course, but is of low ^ 
grade. In the majority of these cases the periods approach in 
orderly succession, but are shortened, so tliat the disease runs 
its course in from sixteen to twenty days. Upon the fourth or 
fifth day the temperature may reach 104” Eahr. Occasionally 
the temperature curve follows that of a typical case, and differs 
from it only by running one degree lower. Usually the erup¬ 
tion appears early, the spots are few, and there is only one crop. 
The diarrhea is mild in character; at times it is absent; and oc- 
-casionally it alternates with constipation. Some cases of this 
type—the so-called “ walking cases are so mild that the pa¬ 

tients are not at any time confined to the bed. All cases of ty¬ 
phoid fever, however, be it remembered should take to the bed 
unreservedly and remain there until convalescence is fully es¬ 
tablished. For no matter how mild the attack, the intestinal 
changes may be such, that slight physical exertion shall in an 
unfortunate moment cause intestinal perforation, the almost 
inevitable termination of which is death from peritonitis. 

2. Abortive Typhoid Fever.—Thie form is rare in this country 
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though not uncommon in Europe. It may be ushered in, either 
suddenly without prodromes, or gradually with all the symptoms 
ol a typical case. The temperature curve follows the regular 
course during the first v eek, and by the evening of the third or 
fourth day may reach 104* or 105* Fahr. But.after the middle 
of the second week, the fever may disappear abruptly, with pro¬ 
fuse sweating, and the temperature may fall rapidly to the nor¬ 
mal standard. The eruption, the diarrhea, the delirium, and all 
the urgent symptoms of the disease may be present, and yet be¬ 
fore the termination of the second period, the patient may have 
fully convalesced. Positive evidence of the typhoid origin of 
these cases exists in the fact that on post-mortem examination, 
the characteristic typhoid lesions are found. As Wilson says, 
these irregular forms are analogous to modified small-pox, in 
which we have the primary fever well marked, but in consequence 
of tlie slight local lesions of the skin, and the absence of suppu¬ 
ration, there is no* secondary fever. It is probable that they are 
to be explained upon the same ground, namely, that while the 
constitutional disturbance due to the primary action of the ty¬ 
phoid poison is very great, the intestinal lesion, for some un- 
, known reason—doubtless dependent upon the constitutional pe¬ 
culiarities of the patient—is moderate, and the glandular deposit 
undergoes resolution without ulceration or sloughing. Dr. Cay¬ 
ley suggests that the cases of typhoid fever that are from time to 
time described as having been cut short by special remedies or 
plans of treatment, are really of this character, the observer hav¬ 
ing ascribed to the remedy changes which arQ, in fact, natural 
phenomena of particular cases of the disease. 

ANALYSIS OF CHART. 

The Digestive Tract.—At the outset of the disease the iongue 
is moist, and covered with a thin, whitish or yellowish-white 
coat. Towards the end of the first week it may become red at 
the tip and edges, and display a tendency to Income dry in the 
center. It may remain moist and coated duiing the whole course 
of the fever, or as the disease passes into the second week it may 
become brown, dry and fissured. At any period the coating may 
become flaky, suddenly peel off, and leave the tongue of a shiny, 
red appearance. Usually towards the third week the 
^gue is ph)truded tremblingly, and is dry, red and glazed, and 
IfhowB a brownish streak along the center, or a triangular brown- 
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CHART VIII—Tt/p/ioid Fever. 


Character: 


Non-Contaffious. 


Tongue. 


Jntostliial 
Canal: 


Tomporaturo 

Pul£*o: 

Skint 

Eruption. 


Norvoufif Syfl- 
tem: 


Head: 


Urine. 


Abdomen: 


Three weeks. 

First week. 

White coating, 
Kod edges a^d tip. 


A prevloua attack affonts partial protectioi 
Prodromal stage, to 10 days. 

Second week. | Third week. Fourth week 

I 1 

Dry. red, glazed 


Dry SordtB. Moist 

Erownlsh crusts.] in recovery 




Nausea Green¬ 
ish vomiting. 

Thin, brown dia-| discharges 
rrhen. 


Pea-soup* 


Hemorrhage \Indtgpstloi 
Perforation. 


.Rises 2^ and falls] 
every day 
Maximum on 
veiling of fifth] 
day 

100 per minute 


lOJ® to 104®. 


100 to no. 


Ketums to 


Oscillation. 

Falls 4® 

between night and normal 
morning. 


Hot Hypdrresthetie 
“Musty odor " 


120 to 140 
_l.)ierotir. 

Bed-sores. 


Rose-nish on 
seventh day. 


Remains from 8 to 14 days. 
Each spotlasts 3 days 


Delltium. Tremu< 

Headache, wake-] Soranolfence lousness. 

fulness Asthenic deliriumlSubsultus tendln- 

urn. Deafness. 


Epdstazis 


Face pale or livid. 
Cheek «• flushed. 


Diminished. Daik 
Sp. gr.1020 to 1030 


Increased 

Light. 


AppioaLhcs 
the* normal 

Furuncles. 

^udamlria. 

Prostiatlon- 

Falling off 
of the hair. 

loplous. Palo. 


omplieatrns oronchlalcatarrh.l 


Tympanites. Gurgling. 

Right ileo-cfccal region tender after the Oth day 

Bronchial oatarrjj Lobular pneumonia. 
Intestinal penoratlon. Parotitis. 


eyer-s Patch-] swoll'en. 

Medull^ly infll- -S"! 
tratlon Necrosis. 


Hplcon* 


Enlarged. 


Ulceration Cicatrization. 


Dlminlsbedi. 


Sequels: 


Debility. ' 


Paralysis. 


Abscesses. 


Prognosis: Mortality, Hn 6. Typhoia fever Occurs between ages of 18 and as.| 
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ish patch at the tip. In severe cases the entire mouth and tongue 
Auay be covered "with brownish incrustations. As convalescence 
approaches, the tongue becomes moist, first about the edges and 
then along the dorsum, and gradually returns to its natural con¬ 
dition. The lips often crack, and become covered with sordes, 
which when removed ckuse them to bleed. In rare instances 
hemorrhage from the gums occurs. Slight catarrhal inflamma^ 
tion of the fauces and pharynx, with its attendant annoying se¬ 
cretion is usually present during the first week Later the secre¬ 
tion ceases, and owing to changes in the salivary glands, the 
mouth and throat become dry, and swallowing is difficult. In 
children difficult deglutition is occasionally due to pharyngeal 
hyperesthesia, the fluids being rejected through the nostrils. 
Parotitis may appear in severe cases during the third or fourth 
week, and is of unfavorable omen. The enlargement commonly 
suppurates and is then very often fatal. Thirsty is generally 
present, and in a large proportion of cases is excessive. 

The appeiife is impaired from the start, and as the tongue be¬ 
comes dry is wholly lost. Nausea and vomiting are not uncom¬ 
mon during the first week. Usually, however, they appear dur¬ 
ing the second week, and in severe cases may he associated with 
more or less epigastric tenderness. The matters vomited usu¬ 
ally consist of a greenish fluid. When vomiting comes on after 
the end of the second week, either it is due to gastric catarrh or 
appears as the first sign of peritonitis. 

Diarrhea is one of the most common attendants of typhoid 
fever. It may be present during the prodromic period, or not 
appear until the third or fourth week. The second week is the 
usual time for its appearance. The average number of evacua¬ 
tions is three or four in twenty-four hours. At times from 
twelve to fifteen movements may take place per day. A mild 
diarrhea is a favorable j*ather than an ui^avorable symptom. 
"Generally the urgency of the diarrhea bears no constant relation 
' the extent of the intestinal lesions. During the first week the 
titp^ are thin and brownish, and have an alkaline reaction. 

they are of a yellowish-green color, assume the peculiar 
typhoid appearance, and contain micrococci and other bacterial 
forms. From this time they are known as “ pea-soup dis¬ 
charges.” - 
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Gurgling and ienderiW3& in tlie right iliac fossa, are often 
elicited on palpation. Hpontaneous pain is frequently com¬ 
plained of. The abdominal pain and tenderness, which arc gen¬ 
erally present after the sixth day, are due to local morbid pro¬ 
cesses, and hence increase as the disease progresses. While ex¬ 
amining the abdomen at this time to ascertain the amount of 
tenderness, all pressure should be made with the palm of the 
hand, never with the ends of the fingers. Usually the expression 
of the countenance will enable yon to determine whether you are 
or are not by the pressure, causing pain, long before the patient 
makes an audible complaint. 

Iniestinal hemorrhage occurs in about five per cent of the cases, 
and varies in quantity from a mere trace of blood to one or more 
quarts. If the blood is promptly discharged, it is of a bright 
reef color, owing to the alkaline condition of the intestinal con¬ 
tents, and is either syrupy or loosely clotted. If it be retained 
for some time in the intestine (concealed hemorrhage) it assumes 
a tany consistency, and is of an olive-green or brown color. 
The slight hemorrhages which occur prior to the latter part of 
the second week, arise from the ruptured ca]>illaries of tlie mu¬ 
cous membrane.. The more profuse hemorrJiages of the third 
and following weeks are due to the separation of sloughs, or to 
the destructive action of progressive ulcei*ation. The ustial time 
for the occurrence of extensive intestinal Jiemorrliagos is in the 
latter part of the second and during the third week. In the ma¬ 
jority of instances they occur in severe cases, and especially such 
as are attended by profuse diarrhea. These hemorrhages are 
usually announced by an abrupt but transitory fall in tempera¬ 
ture, and by the speedily ensuing symptoms of collapse. 

PerforaHon of the intestine occurs mostly between the third 
and fifth week, and is more frequent among men than women. 
The perforation is in tho majority of instances found in the lower 
portion of the ileum. Usually, it presents a round opening in 
the peritoneal covering, varying in size from a pin’s head to a 
split pea. It extends inwards in the shape of an inverted fun¬ 
nel, and corresponds either to an ulcerated Peyer’s patch, or, less 
frequently, to a solitary gland. The margins of the opening 
usually present a “punched-out” appearance. At the time of 
the perforatjyn, the patient frequently experiences a sudden i^ain, 
first in the nght iliac fossa but soon extending over the entire 
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abdomen. Following this a state of collapse supervenes. The 
abdomen becomes rapidly tympanitic, the temperature falls, the 
pulse is quick and feeble, the countenance anxious and sunken. 
Nausea and vomiting are marked, and there is coldness and 
blueness of the extremities. Occasionally in severe cases tlie 
patient dies during the collapse. Usually, however, he survives 
the shock, the temperature rises, and a fatal termination does not 
occur until the third or fourth day. In rare instances recovery 
may take place. 

Tympaniies is a very common symptom, existing to some ex¬ 
tent in all cases. It makes its appearance about the end of the 
first Or the beginning of the second week, and remains until con¬ 
valescence is fully established. The distention steadily increases 
as the fever advances, and attains its maximum in the latter lialf 
of tlie third or in the fourth week. It is due partly to tlie-ex- 
cessive development of gas, and partly to deficient expulsive 
power. After its appearance a gurgling sound maybe produced 
by pressing firmly over the right iliac fossa. Tympanites is in 
part a measure of the extent of the intestinal mischief, and is al¬ 
ways an important diagnostic sign. And, generally, it may be 
stated, that in typhoid fever, no matter how favorable the other 
symptoms appear, so long as the abdomen remains tympanitic, 
the patient is in more or less danger. 

The Spleen.— Enlargement of the spleen, with tenderness, is 
a very prominent symptom. It appears early in the disease, in¬ 
creases uniformly during the second week, and then gradually 
diminishes. It is greatest in individuals under thirty years of 
age, and at the height of the disease may be three times the 
natural size of the organ. 

The Temperature.—In well-marked uncomplicated cases of 
this disease, the course of the fever may be divided into four 
periods, each of which is characterized by a special thermometric 
curve. The average duration of each of these periods is seven 
days. Occasionally the typical course of the fever is disturbed, 
and in consequence the duration of the periods may be shortened 
to* five days or lengthened to eight or nine days. 

The typical thermometric variations of a severe case of typhoid 
fever are well outlined in Fig. 10, and those of a mild case are 
represented in Fig. 11. From the first day of thdWevelopment 
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of the fever, and through the first period, the pyrogenic course 
of the disease is rapid and progressive. The temperature for 
three or four days rises about 1.8° Fahr. to 2.7° Fahr. from each 
morning till evening, and falls again from the evening to the 
following morning 0.9° Fahr. to 1.3° Fahr. Between noon and 
evening of the fourth or fifth day, the maximal height, 104° to 
106°, is reached. The daily rise begins about noon, and is com¬ 
pleted before 11 P.M., usually between 4 and 7 P. M. The fall 
occurs between midnight and 10 A. M., oftener between G and 9 
A. M. Two temperature observations should be taken daily; one 
about 8 A. M., and the other about 9 P. M. 

In the second half of the first week, and the first half of the 
second week, the course of the temperature is quite uniform, and 
the fever is described as continuous. Towards the close of the 
week, the evening rise often falls a little, and the morning re¬ 
missions become a trifle more marked. All irregularities in the 
second week, should be viewed with suspicion. A severe course 
of the disease may be predicted, when the morning temperatures 
remain stationary at 103° Fahr., and the evening ones above 
104.9° Fahr., and when the temperature does not moderate be¬ 
fore the twelfth day. Eecovery rarely takes place after a morn¬ 
ing temperature exceeding 104.9° Fahr., or an evening tempera¬ 
ture exceeding 107.2° Fahr, If the morning temperature exceeds 
105.8° Fahr. death is almost certain. 

In the third week, the morning remission becomes marked, 
and with it the temperature falls, although the evening exacerba¬ 
tions may reach the same degree as in the week preceding. The 
change of the fever from the continuous to the remittent form is 
usually gradual, occasionally it is sudden, and is then announced 
by a high evening temperature followed by a deckled morning 
remission. By the end of the third week the morning tempera¬ 
ture during the remission, will be two or three degrees lower 
than during the second week. The surest ^course towards con¬ 
valescence is mapped out by increased norning remissions suc¬ 
ceeded by milder evening exacerbationa 

In the fourth week, the fever changes from the remittent to 
the intermittent type. The morning temperature is each day 
lower, and the evening exacerbation less decided (Fig. 11), so 
that frequOTitly by the end of the week the normal standard is 
reached. In severe cases a striking rise of 0.9° Fahr., or more. 
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.about the twenty-fifth day, happening in the middle of a well- 
marked remission is a not uncommon occurrence. 

Convalescence may be said to be established when the ther¬ 
mometer show's absence of fever for two successive evenings. 
Frequently during this period the temperature falls to 96.8° 
Fahr. or 97.71? Fahr. in the morning, and under 98.6° Fahr. in 
the evening. Relapses are to be dreaded if elevations of tem¬ 
perature above the normal occur eight days after the beginning 
of convalescence (Fig. 12). 

The Pulse is increased in frequency in proportion to the rise 
in temperature. During the first week it becomes more and 
more frequent, and at its close may reach 100 or 110 per minute. 
Throughout the second week it remains at about the same height. 
In the third and fourth weeks it may either gradually diminish 
in frequency or run as high as 120 or 140. Accidental caiises, 
such as simply lifting the patient in bed, may increase the pulse 
twenty or thirty beats per minute. A pulse which, without 
special cause, remains for five or six consecutive days above 120 
per minute, is a bad omen, and usually indicates the commence¬ 
ment of a paralysis of the heart 

Ill the early stages the pulse is full and frequent; later it be¬ 
comes soft, compressible and dicrotic, and in the advanced stages 
it may be small, undulating, irregular or uncountable. After the 
second week, should it any time become irregular and intermit¬ 
ting, the heart’s impulse imperceptible, and the first sound in¬ 
audible, a fatal issue may be anticipated. Marked coldness of 
the hands and feet, occurring while the internal temperature is 
high, is an important sign of impending danger from failure of 
the heart. Collapse which occurs in consequence of a sudden 
fall of temperature is a not unfavorable indication. 

The Respirations rise with the pulse. Frequently there is 
hronchitis, with shallow, and rather rapid breathing, with some 
sonorous rales over the chest. The peculiar character of these 
rales, which give a dry, ringing 8(mnd, often enables you to make 
the diagnosis of typhoid fever positive. Lobar pneumonia is a 
common complication, especially in the last part of the second, 
and in the third week. 

Hyposta^ and pulmonary oedema may occur any time after 
' Ihe second week, as a result of the enfeeblement of the circula¬ 
tion. Acute miliary tuberculosis is an occasional sequel 
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The Cutaneous Surface. —In severe cases by the second -week 
the countenance has a pole, livid, muddy appearance, and circum¬ 
scribed rose-colored spots are formed over one or both oheek- 
. bones. Sometime between the seventh and the fourteenth day 
from the beginning of the fever (the patient usually taking to 
his bed on the fifth day), that characteristic symptom of typhoid 
fever —the eruption —makes its appearance. It is occasionally 
preceded by a faint scarlet rash, and is found mostly upon the 
abdomen and lower part of the chest, between the nipple and the 
umbilicus, especially on the right hypochondriura over the ar¬ 
ticulation of the cartilage of the eighth rib. It consists of small, 
slightly elevated, round or oval, deleble, rose-colored spots, 
which vary in diameter from a point to a line and a half. The 
spots are developed in successive crops, and each spot remains 
visible three days. They resemble flea-bites, althoTigh paler in 
color. They disappear upon slight pressure, and return imme¬ 
diately when the pressure is removed. They are usually few 
in number,run their course without change, and disappear leav¬ 
ing no trace upon the skin. They give no feeling of hardness 
to the finger passed over them, and are not seen after death. 
The duration of the eruption is three, eight, or ten days. It 
disappears before convalescence is established, but may re-ap- 
pear in true relapses. It is most marked between the ages of 
ten and thirty. Jenner found it present in 148 out of 152 cases. 

Late in the disease, minute transparent vesicles, called snda- 
mimi, frequently appear over the surface of the body. Boils 
and abscesses are very often met with. Bed-sores^ defined as 
gangrene resulting from pressure, frequently form over the 
sacrum and trochanters, and at times over the elbows, heels and 
occiput. They prove troublesome and often serious complica¬ 
tions of typhoid fever. The hair falls during convalescence. 
All through the disease the skin emits a musty odor, which is 
held by some to be pathognomonic. • 

JEmaciatian appears early and is progressive. So general is 
it that even after convalescence is established a long time often 
elapses before the patient regains his normal healthy appear¬ 
ance. Occasionally after a severe attack of the fever, the system 
undergoes a change, *and patients who have heretofore been, 
lean become fat, and vice versa. 
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The. Urine is diminished in quantity during the first two 
weeks of the fever, and has a typhoid odor, like the body. It is 
then darker in color and has a specific gravity of from 1020 to 
1030. In the advanced stage of the fever, and especially during 
convalescence, it is pale, copious, foaming, and of low specific 
‘ gravity. The amount of urea excreted is increased about one- 
fifth, and is greatest ‘ when the temperature is highest The 
chlorides are greatly diminished during the fever, but re-appear 
as convalescence is established. Albumen appears in urine in 
nearly one-third of the cases. When present the amount is 
small, and of short duration. It rarely appears earlier than the 
middle of the third week, but when it does appear it is apt to be 
associated with grave cerebral symptoms. Renal epithelium and 
tube-casts are frequently discovered along witli the albumen. 
Late in the disease the urine often contains a large amount of 
phosphates. Catheterism is frequently rendered necessary, after 
the second week, on account of urinary retention. Vesical ca¬ 
tarrh not rarely occurs during convalescence. 

The Nervous System. —Headache is one of the earliest and 
most constant symptoms of typhoid fever. Ct is usually de¬ 
scribed as a dull, heavy pain, and is commonly confined to the 
forehead and temples; sometimes it extends over the whole 
head. It is most severe during the first week, and ceases spon¬ 
taneously about the tenth day. Associated with it, there are 
slight vertigo, intolerance of light, and pain in the back and ex¬ 
tremities. 

Somnolence usually appears sometime during the second week. 
At first the drowsiness is only slight, but later, especially in 
severe cases, it becomes more and more profound. Frequently 
it is interrupted by delirium. In children somnolence is a fre¬ 
quent and valuable diagnostic sign. 

At any time the occurrence of hysterical manifestations should 
render the prognosis guarded as to coming nervous symptoms. 

Delirium is commonly present It is often slight and may 
occur ohiefiy at night time, or between sleeping and awaking. 
It rarely appears before middle of the second week, though 
exceptionally maniacal delirium is the first symptbm leading to 
the supposition that the patient is ill The characteristic form 
of the delirium is the “ low muttering.” Sometimes, however, 
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it is active and noisy from the start, so as to render physical re¬ 
straint necessary. The mind is dull and stupid. 

Muscularx}rosiraiion is noticeable in all severe cases from the 
beginning of the fever and increases with its progress. It is 
usually most marked during the second or third week. Eeteu- 
tion of urine and involuntary evacuations from the bowels, 
when occurring early in cases in which the prostration is ex¬ 
treme, are unfavorable symptoms. Vesical paralysis is a not 
uncommon sequel. ^ 

Muscular /rewars, especially trembling of the hands, tongue, 
and lips, are oftenost met with in old and feeble persons, and in 
those who are addicted to the use of spirits. In the advanced 
stages of severe cases, subsultus tendinum, carphologia, and hic¬ 
cough are observed. General convulsions are rare, except in 
very young children. Paraplegia occasionally appears either dur¬ 
ing the course of the fever, or after the commencement of con¬ 
valescence. 

The Special Senses,— Episiaa:is is a common symptom and 
is apt to occur early in the disease. 

Deafness is most marked about the middle period of the fever 
and usually affects both ears. One-sided deafness is generally 
caused by ulceration of the mucous lining of the Eustachian 
tube, or by suppuration of the middle ear. In severe cases, 
ringing and humming in the ears are complained of during the 
early days of the fever. At the middle of the second weelc, about 
the time the delirium appears, the pupils will be found abnor¬ 
mally dilated. In rare instances paralysis of accommodation 
occurs as a sequel. 

Hijperocsthcsia of the surface of the body is common in fe¬ 
males and in children. It is most marked over the abdomen and 
lower extremities, and is generally associated with tenderness 
along the spine. » 

Duration, —The average duration of typhoid fever is from 
three to four weeks. In a typical case the length of tlie stage 
of invasion varies from one to five days. The stage of glandular 
enlargement continues until the twelfth or fourteenth day, and 
the ulcerative stage extends from the fourteenth day to some¬ 
time between the twenty-first and twenty-eighth days. The 
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stage of convalescence has an average length of from one to two 
weeks. The period of greatest danger is about the close of the 
third week. Death seldom occurs earlier than the fourteenth 
day. 

4 

Relapses.—A relapse has been defined as a second evolution 
of the specific febrile process after the establishment of convales¬ 
cence, and is due to re-infection by the specific cause, either from 
anew and second inf ection from the source of the original poison, 
or, which appears mbre probable, from resorption of the poison 
tlirown off in tlie fceces. It is usually milder^nd of shorter du¬ 
ration than a primai’y attack. Most commonly it occurs singly^ 
though occasionally a second or even a third may take place. 
It may be ushered in by chilliness or rigors, or declare itself, 
after a period of interval of from one to five days, by a sudden 
recurrence of febrile symptoms. The temperature bounds at 
once to 103° Fahr. or 104° Fahr. and may be either continuous 
or attended by remissions (Fig. 12). Tlie eruption reappears, 
frequently as early as the fourth day, the spleen again enlarges, 
the intestinal and abdominal sympt ms return, and the majority 
of the characteristic symptoms of the primary attack are repro¬ 
duced. The fever attains its maximum about the evening of the 
fifth day, and a critical fall takes place about the eighth or ninth 
day. On the tenth day a decided rise again occurs. From this 
time the morning remissions become more and more pronounced^ 
and the temperature returns in a zigzag manner to the normal 
degree with convalescence. A fatal termination is a rare occur¬ 
rence unless perforation takes place. The intestinal lesions of 
a relapse are usually less numerous than in a primary attack, and 
the ulceration is higher up. 

“After fevers” or “recrudescences of fever” which are gen¬ 
erally dependent upon unhealed ulcers, and arise from dietetic 
errors or over-exertiem, are entirely different from true relapses, 
and last only a few da^-s. 

Morbid Anatomy. —The anatomical lesions of typhoid fever 
are in many instances so peculiEtr and characteristic that at an 
autopsy, an experienced observer can, without previous knowl¬ 
edge of the history and symptoms of the case examined, make a 
positive diagnosis. 

Early in the disease, as soon as the characteristic sytnptoms. 
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appear, tbe blood becomes darker in color and gradually loses its 
fibrin. Later it becomes thin and watery, and tlie number of 
whit^ globules is largely increased. The spleeii becomes en¬ 
larged, softened and pigmented. The enlargement begins 
early, and attains its acme at the beginning of the third week. 
It then gradually diminishes, and reaches the normal during 
convalescence. On section the organ is found to be of a brown¬ 
ish-red, almost black color. In the early stages it is of moderate 
consistence, but later it is a soft, friable, jelly-like mass. Near 
the close of the disease* infarctions are often met with, and in 
rare instances, spontaneous rupture occurs. According to Ger- 
hnrdt, in cases in wliich relapse takes place, the spleen frequently 
remains enlarged during the apyrexial period between the pri¬ 
mary attack and the relapse. The liver is in most cases normiil 
in appearance; occasionally it is softened, and the cells ai’e more 
or loss granular and fatty. Nodules, consisting of lymphoid 
colls are at times found along the course of the small veins. 
The amount of bile is generally diminished, and in the later 
stages it is thin and almost colorless. 

The Kidney .^.—Degenerative changes in the kidneys are usu¬ 
ally associated with albuminuria. When present they affect 
first the cortical and later the medullary portion of the organ. 
Infarctions are sometimes observed. 

The heaH undergoes parenchymatous degeneration in propor¬ 
tion to the intensity and duration of the febrile movement. In 
most instances it becomes soft, flabby, friable, and of a pale gray 
or “faded-leaf” color. On microscopical examination, the mus¬ 
cular fibres will be found to have undergone granular degenera¬ 
tion, sometimes to such an extent as to efface the striations. 
The feebleness of the heart's action, especially in severe cases, 
is always proportiouate to tlie extent of this degeneration. 

The Luaj/s.—The dependent pdrtiopB of the lungs frequently 
^present' the condition of hypostasis. ' When the hypostasis is 
complete, the lung tissue is of a dark brown or black color, and 
is then in the condition tenned aplenization. The bronchial 
glands are at times enlarged, and evidences of pneumonia are 
ofttinaea present Pulmonary cedema is frequently observed. 
In the bronchial tubes—especially the larger one&-*evidences of 
catarrhal inflammation are almost always found. The larynx is 
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frequently the seat of oatarrhal inflammation; Iea» frequent]^ it 
is the seat of more or less extensive uloeration. Dangerona 
hemorrhages sometimes take place from these welL^lesi^nated 
“ typhoid ulcers of the larynx,” At times the ulceration involves 
the epiglottis, and it may extend upward and outward to the 
Eustachian tube. 

The Nervotis Syaiem ,—The brain and nearvous system present 
no known characteristic lesion, although not infrequently ad¬ 
hesions of the dura mater are found early in the disease, while 
■oedema of the pia mater and brain structure occur later in its 
course. 

The Muscles .—The voluntary muscles may be the seat of either 
granular or waxy degeneration. Tlie granular degeneration is 
more frequent, and corresponds to ordinary fatty degeneration. 
In ivcucg degeneration the muscle substance is converted into a 
waxy, shining mass. Muscular degeneration is most marked in 
the second, third and fourth weeks. The abdominal rectus, the 
adductors of the thigh, the pectorales, the diaphragm and the 
tongue arooftenest implicated, and always to the greatest extent. 
The want of muscular power which appears at the height of the 
disease is due impart to disturbances of the nervous system and 
in part to muscular changes; but the excessive loss of power 
during convalescence is almost entirely due to these degenera¬ 
tive changes of muscular tissue. 

Cadaveric rigidity is usually marked, and long lasting. 

The Digestive Tract —Early in the disease the salivary glands 
and i^ancreas become hard and undergo granular degeneration. 
At first they have the consistence of cartilage and are of a brown- 
yellow color. Later the hardness diminishes, and they present 
a reddish appearance. After the third week ulcerative changes, 
may, in rare instances, be found in the ph<ury^ aud at the car¬ 
diac extremity of the cesophd^us. The sl^Uiach is at times hy- 
peraemic, and may be the seat of extensive degenerative^glandu^ 
lar changes. « 

The Intestinal Lesions.^Th& principal legions of the intestinal 
canal involve the agminate and solita^ glands,of ileum and 
are characteristic of the disuse. The course of the pathological 
dianges which result in these' lesiona, may, for the conveniesicc 
4>f study, be divided into four stages oorr^ponding to the fcnnr 
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periods of the fever. In the first week— ihe stage of catarrhal 
injlaifmnntwn and of medullary mfiliraiion —the mucous mem¬ 
brane, especially that surrounding the Peyerian patches, becomes 
liyperaemic and swollen. The agminate and solitary glands be¬ 
come infiltrated with lymphoid cells, and the patches are thick¬ 
ened, hardened and elevated from one to three lines above the 
fiUrrounding membrane. Their surface assuipes a dark reddish 
color; forming what is known as the “ shaven-beard appearance.” 
These changes are generally well marked as early as tlie second 
day, but are not fully developed until the end of the first week. 

In the second week— the stage of softening and necrosis —the 
mucous membrane becomes lees hypersemic, but the agminate 
and solitary glands become more elevated and infiltrated. The 
follicles become swollen in all directions, from the excessive de¬ 
velopment of cell elements. As a result of the pressure of these 
cells upon the capillary vessels which furnish nutrition to the 
glandular structure, the glands become anfemic and degenerative 
changes occur. In some of the glands by the middle of tlie 
second Week the new elements undergo disintegration and ab¬ 
sorption, and the process ends in resolution. In others tlie in¬ 
dividual follicles rupture, and discharge their contents into the 
intestinal canal. More frequently the swollen patches undergo- 
partial or complete necrosis, and yellowish-brown or greenish 
sloughs are formed. 

In the third week— ihe stage of ulceration —the necrotic tissue 
separates, leaving a typhoid ulcer with sharp everted and over¬ 
hanging edges. The size and deptli of the ulcer oorresiiond to 
the area of the necrosed tissue. They are elliptical when an 
entire patch is necrotic, and small and round when the infil¬ 
trated solitary glands are necrosed. Usually by the end of the 
second week the sloughs are all detached. 

In the fourth week— the siage^ of cicairizaiion —the swollen 
edges of the ulcers ^adually subside, and tiie surface becomea 
covered with graniilation tissue, which is transformed into con¬ 
nective tissue, and ultimately covered %vith a layer of epithelium. 
The gland structure is not regenerated. The resulting scar is 
slightly depressed, firm, less vascular than the surrounding mu¬ 
cous membrane, often more or less strongly pigmented, and can 
bo recognized after the lapse of years. It never causes pucker¬ 
ing, and never gives rise to* diminution in the calibre of the in- 
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testiue. Not infrequently the process of healing does not pur¬ 
sue this regular course and terminate thus favorably. In some 
instances while one portion of the tdcer is undergoing cicatriza¬ 
tion, in another part the process of ulceration may be extending. 
Sucli long-continued ulceration may prolong convalescence, and 
occasionally cause death, either from exhaustion or by per¬ 
foration. 

The Mesenieric Glands undergo changes analogous to those 
wliicli take place in the intestinal glands. In some cases all the 
glands are affected, but usually tlie changes are confined to those 
which correspond to the diseased portion of the intestine. They 
me first congested and then enlarged in consequence of cellular 
liypeiplosia. The maximum of enlargement is reached about 
the ini<l(lle of the second or beginning of the tliird week. The 
size attained varies from that of a chestnut to a small hen’s egg- 

In the retrogression some of the glands simply shrink and re¬ 
turn to the normal state. Others undergo softening and ab- 
sor])tioii, and leave a fibrous cicatrix. Still others of large size 
are only incompletely absorbed, the cheesy matter which is left 
undergoing, in process of time, calcareous degeneration. And a 
lew after softening, form pseudo-abscesses, which may burst 
into the peritoneal cavity and cause general peritonitis, 

A calcareous state of the mesenteric glands, and pigmented 
cicatrices of the solitary and agminate glands, are almost posi¬ 
tive autopsic symptoms of a previous severe case of typhoid 
fever. 

Bifl'ereutial Diagnosis. —The diagnosis of well-marked cases 
of typhoid fever is usually attended with but little difficulty. 
The presence of the febrile movement witli nocturnal exacerba¬ 
tions and morning remissions, and the appearance of frontal 
headache, epistaxis, bronchial cough witli sonorous rales, and 
diarrhea, during the first week, are sufficiently suggestive of the 
disease. The progressive enlargement of the spleen, the tender¬ 
ness over the region of the ileo-csecal valve, and the tympanites 
are also diagnostic. Equally characteristic are the rose-colored 
spots, the pea-soup or ochre-colored dejections, and the mutter¬ 
ing delirium. In mild, abortive and irregular types it is always 
difficult and ofttimes impossible to form an accurate diagnosis. 

The diseases with which t 3 rphoid fever is most liable to be con-^ 
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founded are, simple continued fever, simple remittent fever^ 
typho-malarial fever, typhus fever, relapsing fever, acute tuber¬ 
culosis,pneumonia, influenza, gastro-enteritis and trichiniasis. 

Simple continued fever as distinguished from typhoid fever is 
characterized by the abruptness of the rise and fall of tempera¬ 
ture, by the absence of eruption and of abdominal symptom8> 
and by its short duration. 

The rules for differentiating simple remittent fever (p. 84) 
s.ndiypho-malarial fever 118), from typhoid fever, have al¬ 
ready been given in the lectures upon those diseases, and as 
they are familiar to you, their repetition is unnecessary. 

The leading phenomena of typhus fever, relapsing fever, and 
typhoid fever, may bo contrasted, for the purpose of establishing 
their clinical distinction, according to the following tabular ar¬ 
rangement: 


TYPHUS FEVEB. 

An epidemic disease. 

Highly contagious. 

Onset sudden. 

Course continuous. 

Duration about 14 days. 

Defervescence critical - or 
by rapid lysis. 

Relapses rare. , 

Countenance, dusky-red. 

CoiuunctiTfls de^y in¬ 
jected ; pupils con¬ 
tracted. 


TYPHOID FEVEB. 
An endemic disease. 

Non-contagious. 

Onset insidious. 

Course continuous. 

Duration 3 to 4 weeks. 


Defervescence by pro¬ 
longed lysis. 

Relapses occasionally. 

Countenance, paleorpnr- 
plish-red. 

Flush circumscribed and 
confined to cheeks. 

Pupils often dilated. 


EEEAPSING FEVEB. 

An epidemic disease. 

Contagious. 

Onset sudden. 

Course broken by a dis¬ 
tinct apyrexial period. 

Duration of primary par¬ 
oxysm 6 to 7 ihiyts, of 
intermission 4 to 7 
days ; and of relapse 3 
days. 

Terminates abruptly by 
crisis. 

Relapses constant. 

Countenance flushed. 


CoQjunctivsB slightly in¬ 
jected ; pupils natural. 
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TYPHCS FUVES. 

No epistaxis. 

Skin has a pungent heat. 
Sometimes emits am- 
mouincal odor. 

Mulbei'ry-raah. Eruption 
deep red, copious, ap¬ 
pears all overthe body. 

Appears on 5th or 6th 
day. Each spot remains 
until the close of the 
disease. 

Temperature rises rapidly, 
reaches 104° or 105° at 
end of 2d day. 

Falls rapidly after the 
12th or 14th day. 

Pulse, soft, 100 to 140. 

Delirium and stupor, 
early and prominent. 

Abdominal symptoms ab¬ 
sent. 

Constipation. 

No tympanites. 

Emaciation slight; great¬ 
er prostration. 

Pneumonia and bronchi* 
tis in finer tubes. 

Death often T^ithin 10 
days. 

Mortality, 15 to 50 per 
cent. 

No constant lesions. 


TYPHOID FEViCK. 

Epistazia common. 

Skin sometimes bathed 
in acid perspiration. 
Mnsty odor. 

*'Rose-rash.** Eruption 
light red, thinly scat¬ 
tered, confined to chest 
and abdomen. 

Api^ears on 7th to 9th 
d;^. Each spot lasts 
3 days. 

Temperature rises 2° 
from morning to ev«i- 
ing and falls 1° from 
evening to morning, 
fieaches 104° on morn¬ 
ing of 4th day. Kc- 
tnrns gradually to the 
normal standard in 4th 
week. 

Pulse 100 to 140. 

Cerebral symptoms ap¬ 
proach gradually, and 
last longer. 

Abdominal symptoms 
prominent. 

Diarrhea,tympanites and 
gurgling. 

Tenderness in right iliac > 
fossa. 

Emaciation great. 

Bronchitis and pleuritis. 

Death rarely within 14 
days, usually in or af¬ 
ter 3d week* Mortal¬ 
ity, 20 per cent 

Constant lesions of ileum 
and mesenteric glands. 


HELAPSING FEVKU. 

Epistaxis occasionally, es¬ 
pecially at crisis. 

Skin is hot. Profuse 
sweat at the crisis. 

No defined rasli. Some¬ 
times a rose eruption 
resembling roseola. 


Temperature rises rap¬ 
idly to 104° or even 
109°, within 24 hours. 

Fallssuddenly during tho 
remission. Rises rapid¬ 
ly during relapse to 
106° or 107°. 

0 

Pulse, small, 140 to 160. 

Hind usually clear. 


Pain and temdemess in 
epigastrium. 

Constipation. 

Sometimes diarrhea at 
crisis. 

Emaciation not marked. 

Bronchitis common. 

A fatal termination is 
rare. 


Lesions not characteristic- 
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A variety recognized by Niemeyer as gastric fever is occasion¬ 
ally mistaken for typhoid fever although it oftener simulates 
typho-malarial fever. It commences with headache, malaise and 
anorexia, followed by a slight chill, with marked gastric irrita¬ 
bility, nausea, vomiting and constipation. There is marked epi¬ 
gastric tenderness, and a peculiar sweetish or garlicMke odor to 
the breath, which is believed to be pathognomonic. The tem¬ 
perature rises at first to 100° Fahr. but falls below the normal as 
the disease advances. The pulse boats from 60 to 70 per minute. 
This variety of fever occurs more in women than in men, and 
oftener after the middle period of life. It differs from typhoid 
fever in that it has neither tympanites, diarrhea, delirium, sub- 
sultus tendinum, eruption, iliac tenderness, nor sordes. Its 
mortality is higlier than that of typhoid; and double vision or 
total loss of sight is considered a grave symptom. 

Acute iuhcrcidosis is attended by many symptoms of typhoid 
fever. Its fever rise is, however, more sudden, for early in the 
disease, the temperature reaches 106° Fahr. or 107° Fahr. The 
rose-colored spots of typhoid are never present, and diarrhea 
rarely exists. And, generally, the abdomen, which is tympanitic 
in typhoid fever is fiat or even scaphoid in acute tuberculosis. 

Irfluetiza whicli at times closely resembles typhoid fever, may 
be differentiated by the short duration of the attack, the tempera¬ 
ture range, and the general absence of the abdominal symptoms 
of typhoid. 

Pytrnmonia with typhoid symptoms —typhoid pneumonia — 
may bo confounded with typhoid fever. In the former, however, 
tliere is no eruption, and the temperature curve is atypical. The 
typhoid symptoms appear usually during the second stage of the 
pneumonic infiammation, and are either preceded or attended by 
cough, and the characteristic expectoration. Physical explora¬ 
tion of the chest if instituted before the typhoid state supervenes 
will elicit positive evidence of pneumonic consolidation. 

In gasiro^entemUs, which may be confounded with typhoid 
fever, the febrile movement is usually symptomatic, aud preceded 
by diarrhea and vomiting. There is neither eruption, nor en¬ 
largement of the spleen. The temperature curve is atypical, and 
the disease is of a relatively shorter duration. 

Trichiniasis occasionally closely resembles typhoid fever. The 
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differential diagnosis rests chiefly upon the existence of intense 
muscular pains and oedema of the eyelids; as also on tlie ab¬ 
sence of epistaxis, the ^ose spots and enlargement of the spleen. 
A microscopical examination of ih^ muscular tissue will render 
the diagnosis positive. 

Prognosis.—Typhoid fever is best endured by lean and mus¬ 
cular individuals. The prognosis is always bad in fat and gouty 
subjects, and in persons over forty years of age. It is especially 
unfavorable in the puerperal state, and when occurring among 
the intemperate. 

Death may occur at any period of the disease, but in uncom¬ 
plicated cases it rarely occurs earlier than the third week. It 
may take place by asthenia at the end of the third or in the 
fourth week. It may occur by coma at the end of the second or 
eaily in the third week. Or it may follow sudden collapse after 
intestinal hemoiThage, perforation, or sudden heart failure, any 
time after the second week. Liebermeister says that in all 
typhoid patients who die without complications, the immediate 
cause of death lies in the fever and its consequences. The pa¬ 
tients die either from weakness of the hearty caused by the rise 
of temperature, or from paralysis of the brain. Abortive cases, 
tliose ill which the pathological processes of the ileum do not 
go on to sloughing, terminate abruptly by crisis about the four¬ 
teenth day. Typical cases always terminate by prolonged lysis, 
defervescence being completed by the twenty-first or twenty- 
eighth day. A second attack of typhoid fever is usually milder 
than the first. 

The daily fluctuations in temperature are of great importance 
in making the prognosis. As a rule tlie greater the daily fluct¬ 
uations the more favorable the prognosis. But a sudden rise or 
fall in temperature at ahy period of the fever is of bad omen. 
Usually the more sudden the appearance of the disease, and 
the more rapid the temperature rise, the^ milder the attack. A 
continuously high fever is always more disastrous to the system 
than one marked by morning remissions. The temperature at 
the end of the first week is a guide for the coming weeks. A 
moderate elevation of temperature from 103® Fahr. to 105® Pahr. 
at this time indicates that the disease will probably run a favor¬ 
able course. After the first week a temperature above 105® 
Pahr., if prolonged, renders the prognosis unfavorable. Slight 
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decline accompanied by great fluctuation o£ temperature, during 
the third week, is a bad symptom. 

In giving the percentage of over four hundred cases observed 
in the hospital at Basle, Wilson writes, tliat of those an whom 
the axillary temperature did not attain 104'' Fahr. 9.6 per cent 
died. Of those that reached or exceeded 104° Fahr. 29.1 per 
cent died. Of those that rose to or beyond 105°. 8 Fahr. over 50 
per cent died. And of those that exceeded 107° Fahr. nearly 
all died. 

The state of the pulse is an important element in prognosis. 
A full and regular pulse of 110 oi 115 per minute, with a good 
heart impulse and a distinct first sound, renders the prognosis 
favorable, even if the temperature is high. While a pulse of 120 
or 130, with a feeble impulse and an indistinct first sound, vitiates 
the prognosis. A sudden fall of the pulse from any cause is an 
unfavorable symptom; a sudden quickening is also an unfavor- 
aMe indication as it shows extensive cardiac failure. Cardiac 
weakness favors the formation of blood clots in the heart cavities, 
which breaking up may lead to embolism. Venous thrombosis 
does not vitiate the prognosis, as it usually ends in recoveiy. 

In cases in which the cerebral symptoms are marked and 
severe, the prognosis should be guarded. Cerebral oedema, an¬ 
nounced by an enfeebling of the mental powers and a tendency 
to stupor, may appear as a complication during the tiiird week, 
and always renders the prognosis grave. Cases characterized by 
persistent delirium usually terminate fatally. 

Intestinal hemorrhage, if slight, and occurring before the 
twelfth day, is regarded by some as beneficial, but if copious and 
occuiTing after the twelfth day, it is an unfavorable symptom. 
Perforation, which is more frequent amongst men than women, 
is a dangerous and usually fatal complication. 

Laryngitis may in jn'otracted cases of this fever, by suddenly 
giving rise to oedema the glottis, endanger life. Capillary 
bronchitis with its sub-crepitant rales, great dyspnoea and stringy 
expectoration, coming on after the second or third week, if at all 
extensive, is an unfavorable indication. (Edema of the lungs, 
as the result of failure of heart power, may appear suddenly, any 
time after the third week, and is of grave import An extensive 
pneuTtvonxa —usually catarrhal—accompanied by irregular varia¬ 
tions in temperature, and developing any time after the third 
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week, is especially iinfavorable. The chances of recovery may 
however, be good, notwithstanding the occurrence of pneumoni¬ 
tis, provided the inflammation is limited to one lung. 

Acute gastric catarrh, due to dietetic errors, and occurring after 
the fourth week, if at all severe, is an unfortunate complication, 
and lessens the chances for recovery. 

Cellulitis frequently complicates convalescence, and may cause 
death. Bed-sores may cause death, either from exhaustion, or 
from septic poisoning. Pregnancy and the puerperal state al¬ 
ways unfavorably influence the prognosis. And individuals with 
either pulmonary phthisis, or diabetes, run great danger, when 
taken sick with typhoid fever. 



LECTIJEE XII. 

Typhoid Fever.— (Continued). 

TREATMENT. 

I ehall to-day direct your attention to the management of ty¬ 
phoid fever. 

Before entering on the consideration of therapeutic measures, 
it may however, be well to say a few fiords concerning prevent¬ 
ive treatment. 

Prophylaxis.—The essential point in the prevention of the 
spread of typhoid fever, I would have you remember, consists in 
the proper treatment of the dejections of the sick. So success¬ 
fully can tlie spread of the morbific agent be prevented, that next 
to conducting your patient to a successful convalescence, it will 
be your highest duty to see to it that no new cases of fever arise 
by either direct or indirect infection from any patient under your 
care. When the disease appears in your locality, you should, if 
possible, find out the cause of the infection, remove all those 
surroundings which favor the reproduction of the poison, and 
take immediate steps to correct whatever conditions lead to the 
pollution of drinking water or of the air. 

In order to destroy the germ, which is contained in the intes¬ 
tinal discharges, the dejections, before being thrown out, shoiild 
be promptly and thoroughly disinfected. For this purpose a 
sol^on of chloride of zinc, 20 per cent, or a solution of carbolic 
j^aejd, 5 per cent, or what is preferable, Platt’s chlorides may be 
used. Or after the evacuations have been received into a porce¬ 
lain bed-pan, the bottom of which has previously been covered 
with a thin layer of ferric sulphate, a quantity of crude muri¬ 
atic acid, equal to one-third or one-half the amount of the 
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discharge should be poured over the fecal mass. In rural dis¬ 
tricts—where the disease most abounds—the disinfected dis¬ 
charges should be emptied into trenches dug anew for their re¬ 
ception, and carefully covered up. Care should be taken to locate 
these trenches a sufficient distance from wells or springs, so that 
drainage from them m&y uot contaminate the water supply. In 
cities and in localities where the dejections are usually emptied 
into the ordinary water-closets or privy-vaults, the closets or 
vaults should be immediately Hushed with some one of the disin¬ 
fectant solutions already enumerated. 

All the patient’s body and bed linen, and especially such as 
have been soiled with the excreta, before being removed from 
the room (daily), should be thrown into a five per cent solution 
of carbolic acid, or some other disinfectant, and then immedi¬ 
ately washed. Platt’s chlorides should be sprinkled on the bed 
and about the room, and after the death or cure of the patient, 
charcoal should be burnt in the apartment with sublimed sulphur, 
and the room closed for twenty-four hours. Before the room is 
again occupied it should be washed with carbolized water, and 
freely aired for at least one week. 

When the disease is prevailing as an endemic, BajpUsia, first 
dil. administered morning and evening, often acts as a preventive 
by rendering the system less susceptible to the morbific agent. 

Principal Remedies.—Typhoid fever being a aelf-limited dis¬ 
ease, it cannot he cut short, after ike morbific agent has fully mi- 
vaded the organism, by any known method of treatment. In ex¬ 
ceptional cases, if you are fortunate enough to be called to a pa¬ 
tient before ihe poison has fully invaded the organism —and that 
is before the appearance of any definite symptoms that will en¬ 
able you to diagno|e typhoid fever—and are still more fortunate 
to have prescribed Baptisia or Bryonia, you may perchance assist 
the case to assume either the mild or abortive type. Otherwise,, 
to use a nautical phrase, you must be coiftent simply to steer the 
ship, for you can neither shorten nor alter the course of the storm. 

Baptisia may be justly considered our sheet anchor in the 
treatment of typhoid fever during the first week. For it is ca¬ 
pable of exciting a fever resembling that of tjrphoid, and of pro¬ 
ducing congestion and catarrhal inflammation of the intestinal 
mucous membrane, witii abdominal tenderness and diarrhea, ihe 



174 


LECTCBES OK FEVERS. 


pathological condition present during this period. The soft and 
full, yet quick pulse, the headache and tendency to delirium, the 
despair of cure, the fetid breath, the soreness all over, and the 
intolerance of pressure on lying are marked symptoms. It is 
best indicated in that type which is characterized by extreme 
depression of Vitality. And if administered early, it will con¬ 
siderably abate its energy. 

Bryonia is an older and more tried remedy than Baptisia. It 
is mainly useful in moderately severe cases, and is characteris¬ 
tically indicated for the symptoms prior to the stage of ulcera¬ 
tion. Nervous symptoms do not contra-indicate it, especially if 
there is mild delirium at night about the aflfairs of the previous 
dRy or business matters. Besides being adapted to the general 
symptoms of the early iftages of the fever, this remedy has a 
specific action on the bronchial tubes. Sometimes it suffices, 
unaided, to bring the disease to a favorable termination., 

jRhtia icKtAs adapted to the more intense cases, and corresponds 
to all stages, but more especially to the period of fully developed 
intestinal affection. It supersedes Bryonia as soon as the charac¬ 
teristic stools ai)pear, and ii particularly indicated when the 
dejections are copious and, of a cadaverous odor, when the tongue 
is brown and parched and presents the red triangular tip, and 
when the rheumatoid tearing pains in the joints are worse dur¬ 
ing rest. In whatever stage this remedy is indicated, the func¬ 
tions of vegetative life will be found excited and over-active, 
while those of animal life will be depressed. 

Arsenicum alb, takes the place of Bhus tox., when the latter 
fails to control the critical evacuations, and a graver eretbitic 
state supervenes. It is especially useful during the second half 
of the second and during the tJ^irdVeek. Itj^the remedy when, 
the stools are dark in color dad offensive, and when bed sores 
a^peajdarly in the diseasa Freqiaent urging to urinate, with 
burning axxd scanty diifoharge ia speedily relie^^ by its admiu- 

yfhm v^tative and ani^^ai life are simultaneously depressed, 
and in consequence of the eid^essivapioetration t^e patient lies in 
a stupid apaihy and ^ndj^Vence, Phosphoric add is the 

4i>t^enE^tdf thia dWtse you wiB often find it in* 
thh d|azthe4k espedally whmi the (^isohaIges 
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are yellow and watery, and the tongue is pale, moist, and thinly 
coated. It is an important remedy in mild typhoids attended 
with dullness of hearing and great nervous prostration. Lyco^ 
podiitm preceded by a few doses of Calcarca carh; is said to 
ameliorate the symptoms, when the eraption is delayed, and 
there are muttering delirium, caipliologia, and tympanites. 

When symptoms of putrid decomposition of the duids appear 
you will think of Muriatic acid. It is the best remedy for the 
putrid sore throat which sometimes occurs as a complication. 
And it may occasionally be of service in hemorrhages from intes¬ 
tinal ulceration when Nitric acid fails. A sliding down in bed is a 
mnrkeil characteristic. The Merciaic cyanide may prove an 
efficient remedy when ulcerative changes, attended with great 
prostration, take place in the pharynxjmd larynx, Nitrtc acid 
■\v ill do good service when the evacuations consist of greenish 
mucus, and the tongue is thickly coated white. It is our main 
remedy in intestinal ulceration with hemorrhage, when the 
blood is fresh and of a bright red color. Profuse passive hem¬ 
orrhages call for ATivosote or Hamamelis^. Terehinthina should 
bo substituted when with the hemorrhage from the bowels there 
is extreme tympanites^ and retention of urine. Urinary reten¬ 
tion is best relieved by the catheter, wliiAh should be used when 
necessary twice a day. Our best remedy to prevent a recurrence 
of the retention is unquestionably Opium. 

Phosphorus supplements Phosphoric acid, and is indicated 
when the disease assumes an adynamic type. Its stools are pain¬ 
less, profuse, and either resemble flesh water or are black like 
coflee dregs. Frequently there is watery, bilious vomiting in 
the first and at the beginning of the second period. Itfi^equent- 
ly arrests the preliminary dia^bea of the first WQ^k, and is in¬ 
valuable for colliquative dian^hea -A l^queh Phos¬ 

phorus is an efficient remedy when Bryonia fails to xeSeve die 
catarrhal and pulmonary difficulties, and when, totrards end 
of the second period, there is a tendency io bypostaiio oon^Ii-' 
dation, or pneumonia, Spongia wiU oocasionaily hs^ q£ eatricSe 
when laryngeal symptoma predhndna^ 

emet^ in dketseatzhent is adapted'to ^ 

passim form whic^ is atl^ded with‘ 0 Opioui^|ecr^ and 
pressed st^ sjpntem. * useful 

*<ndemaof great iMctttlnigl^f, 
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cumiilated mucus in the chest. Should the mucus accumulation 
at any time threaten to cause paralysis of the lungs and asphyxia, 
Moschvs will be your best remedy. 

Marcitrkta dulcis may be useful during the second period, es¬ 
pecially when there is danger of perforation from deep ulcera¬ 
tion of the glands of Peyer. It may be given when the evacua¬ 
tions become more frequent at night, and are greenish or yellowish 
in color, provided the tongue, which is usually thickly coated, re¬ 
mains moist, and there is no delirium. When peritonitis occurs 
without perforation, you will think of Mercnrius cor. In ex¬ 
treme cases, as your dernier resort, I may m*ention Carho 
—a renaedy which will frequently render you excellent service, 
in overcoming that complete torpor of vital functions, which 
neither phosj^horus, muriatic acid, rhustox.,nor arseuicum have 
the power to remove. Along with well-timed alcoholic stimu¬ 
lation, it may prove useful, if at any time the functional powers 
of the heart speedily fail. 

BclUidonna may prove efficacious as an intercurrent remedy, 
when early in the disease the i)atient becomes delirious, sees all 
sorts of frightful phantasms, and no longer recognizes his friends 
and relatives. It is the remedy for the early bronchial comi)li- 
cations in children, and also for the pharyngeal spasms wliich 
occasionally occur later on in the disease. Hijoscyamus maybe 
needed when the delirium is continuous and does not yield to 
Belladonna. At any stage the occurrence of lascivious mania, 
on the one hand, or the sinking of the patient into a state of 
apathetic stupefaction, on the other, is a strong indication for 
this remedy. In the higher degrees of delirium, Stramonium 
is frequently the appropriate remedy, especially w'hen there is 
great loquacity, and a mania for light and company. Valerian 
sometimes comes to the rescue, when bell., hyosc., and stram., 
all fail. 

Opium will be of service when there is considerable stupor 
and but little fever, or when mild delirium alternates with stu¬ 
por or stertorous breathing. It is the first remedy you will 
think of when 80i)or threatens to terminate in paralysis of the 
brain, aUd if it fails,- Lachesis may cause the desired reaction, 
especially if with the* soporous condition there is dropping of 
the lower jaw. When the stupefaction is attended with involun¬ 
tary discharges of stool and urine Arnica may be compared. 
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Occasional intercnrrent remedies are: Merc, sol or Ledum for 
the epistaxis in the first period. Phosphorus for epistaxis in the 
later periwls. Bell, or Merc, mv. for the parotitis. Laurocet'a- 
siis for the. clonic convulsions of the limbs. Veratinim aH>., if 

V 

weakness remains after the critical periods have passed. Carho 
veg.y Fluoric acid., or Secale for the bed sores. Cocculus for 
loss of appetite, Cinchona for excessive hunger, and^.^Ma: vcww. 
for indigestion, during convalescence. And Psorinum, Alstonia 
or Sulphur for protracted convalescence. 

Leading Indications.—The guiding symptoms for these our 
main remedies in typhoid fever, as well as for others occasion¬ 
ally of service, may be compiled as follows: 

Agar ieus muse. —Disinclined to answer questions {phos. add ). 
Desire for alcoholic drinks. Sensitive smell (coZcA.). Dry 
tongue with dryness and constriction in the fauces. Kumbling 
ill the bowels with the passage of much inodorous fiatus. Tremor 
of the hands. Aching along the spine and limbs. Fains in the 
legs especially in the hip joints. Twitchings of the gluteal 
muscles. Cramps of tlie hands and feet. . 

Apis. ineL—Muttering delirium. Sopor interrupted by pierc¬ 
ing shrieks. Tongue swollen, dry, cracked, ulcerated, and pro¬ 
truded with difficulty (ars., rhus). Great soreness in the pit 
of the stomach when touched Ibry,), Swollen abdomen, sore 
to the touch {lach,). Stools occur with every motion of the 
body {phos.). Suppression of urine {hyos,). White miliary 
eruption on the abdomen. Tired, feeling as if bruised in back 
and limbs {rhus.). Carbuncles witli burning, stinging pains 
{ars.). Great weakness, and sliding down in bed, {mur. acid.). 

Arnica.—Patient sits in a semi-stupid state. Appears to be 
absorbed in deep thought yet thinks of nothing. Forgets the 
word while speaking {baryta^ rhus ). Declines to answer ques¬ 
tions {phos. acid ) Thinks he is well (ars.). Confused feel¬ 
ing in the head with pressure over the right brow. Unrefresh¬ 
ing sleep with anxious dreams. Muttering, and loud blowing 
during expiration. Delirium. Stupor. Great weariness, and 
prostration. A bruised, sore feeling, the bed feels too hard 
{hapt). Epistaxis. Trembling of the lower lip. Tongue 
coated white, or dry with a brown streak in the middle {hapt). 
Taste, breath and perspiration offensive. Abdomen distended. 
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Involuntary discharges of urine and fseces (ars,,hyos.). Vio¬ 
lent stitches in the middle of the left chest ( hry. ). Lassitude 
and sluggishness of the whole body. Great sinking of strength, 
Petechisp. Eccliymosos. 

Arsenicum alb.—Great restlessness and anxiety. Constant 
motion of tlie head and limbs. Drawing pressive pain in the 
right side of the forehead. Deathly color of tlie face ( carho * 
Cachectic look, sunken hippocratic countenance {ver, 
alb,). Grinding of the teeth {hrlL, hyos.). Dropping of the 
lower jaw (lack.). Circumscribed redness ol tlie cheeks. Hard¬ 
ness of hearing. Lips dry and cracked and covered with sordes. 
Tongue red, dry and cracked {bry., rhus). Black leather-like 
tongue. Dryness of the mouth with violent thirst. Drinks 
often, but little at a time (Z>cZZ., opp. Unintelligible ar¬ 

ticulation as if the tongue was too heavy {carho veg,). Intense 
burning jiains in tlie stomach and pit of the stomach (ji/ias., 
verat.cdb.). Violent and incessant vomiting. Meteoristicdis¬ 
tension of tlie abdomen witli gurgling {lycop.^ hyos., ferehinfh.). 
Ileo-csncal region sensitive to the touch {mere., plios. add ). 
Brownish or watery, fetid, involuntary stools. Involuntary mic¬ 
turition (/i/yos.). Betention of urine. Voice weak, trembling, 
]ioar.se. Difficult breathing Avith great anguish. Very tenacious 
mucus in the chest {iari. emet, 'kali hicK.). Extensive pul¬ 
monary hypostasis. Pulse frequent, hard and tense, or small, 
trembling and intermittent. Irregular action of the heart, ab¬ 
sence of the second sound. White miliary eruption {lack., 
war. add). Petechife {^dius, sccfile, arn.). Boils {mere., 
siL, suL), Bed-sores (carbo. veg., fluoric add ). Great weak¬ 
ness and jirostration. Bapid emaciation (secalc). Qideinatous 
swelling of the feet. Cold clammy sweat. Cadaverous odor. 
Bose-colored spots on the chest and abdomen. Symptoms worse 
from 1 to 3 A. M. 

c 

Arum triph.—Lips and corners of the mouth sore, cracked 
and bleeding. Swelling of the submaxillary glands and neck. 
Tongue sore, red, Avitli elevated papill.e. Fetid breath. Excess¬ 
ive salivation. Boring of the nose. Great restlessness, desires 
to escape, altliougli perfectly conscious of what he is doing, and 
of what is said to him, 

Baptisia.—Confusion of ideas (gels.). Great nervous rest- 
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lessless. Cannot s'eep because the head feels scattered about 
and slie cannot get the pieces together. StupM^r. Heavy sleep, 
the patient can scarcely be aroused long enough to answer a 
question. Falls asleep in the midst pf attempted answers 
(arnica, hyoa.). Face dark red with a besotted expression. 
Head and face feel numb. Sordes on the teeth and lips. Mouth 
and tongue very dry. Fetid breath. Tongue swollen and 
thick. White furred tongue with red edges. Yellow or yelloW- 
isli-brown coating along the center of the tongue. Bitter, flat or 
jmtrid taste in the mouth. Fetid, exhausting stools (ara.). 
Fetid, dark red urine. Tired, bruised, sick feeling in all parts of 
the body. Feeling as if the lower limbs were sevenni from the 
body {opium). Sensation as of a second self alongside in 
bed. Patient changes position frecpiently because the bed be¬ 
comes too hard (arnica ). 

Belladonna. —Starting, jumj)ing during .sleep. Sleepiness 
but cannot sleep (laeJi.^ opium). Violent delirium. Constant 
desire to spring out of bed (hyos.). Attempts to bite, strike 
and spit at the attendants (hyos., opium). Violent tlirobbings 
in the brain. Throbbing of the carotids (glon.). Pressive pain 
in the forehead, obliging him to close the eyes. Sparkling, star¬ 
ing eyes (hyos,, stram.). Intolerance of light and noise. Face 
r(id, swollen and hot. Dryness of the mouth, tongue and throat. 
Tongue red at the edges and white in the center (gels.). Trem¬ 
bling and heaviness of the tongue with thick speech (^ac7i.). 
Fluids e8cai)e through the nose (kali hich.y lack.). Sore throat, 
or a feeling as of a lump in the throat which induces hawking. 
Tenderness of the abdomen aggravated by the least jai*. Reten¬ 
tion of urine. Involuntary urination. Dry spasmodic cough, 
worse at night (dros., hyos.). Pains come and go suddenly. 
Starts as if in affright on awaking or during sleep. 

Bryonia. —Exceedingly irritable and inclined to be angry 
{cha7n.). Easily offended. Wants to go home. Hasty speech 
(heparsul.). Violent, oppressive, stupefying headache. Vertigo 
with sensation as of the head turning in a circle (bell. ). Visions 
when closing the eyes. Nightly delirium, especially about the 
affairs of the previous day or business matters. Buzizing in the 
ears with hardness of hearing. Nose-bleed, especially in the 
morning on rising. Face red, hot and puffy. Lips dry, brown 
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and cracked. Tongue thickly coated white {mere.) or yellowish. 
Dry feeling in the mouth. Intensely bitter taste (nux). Ex¬ 
cessive thirst; drinks large quantities at a time. Nausea, or 
even vomiting, after every meal. Cannot sit up from nausea and 
faintness. Vomiting first of bile, then of fluids (opp., na/. wwr.). 
Epigastric region painful to touch and pressure (ars., mix). 
Acute pains in the ileo-csocal and splenic regions. Offensive 
stools. Dark, almost brown urine. Dry hacking cough, with 
stitches in the chest and region of the liver {bell., mere. ). Full, 
hard and rapid pulse. Pain in the back and limbs when mov¬ 
ing. Bestless sleep, with moaning, and with chewing motions. 
Great weakness and exhaustion. 

Calcarea carb. —Great anxiety with palpitation of the heart 
{cact, sptg.). Vertigo. Heaviness in the forehead. Hard¬ 
ness of hearing. Epistaxis, especially in the morning {brg.). 
White coating on the tongue {mere.). Sleeplessness from same 
idea arousing him from slumber. Abdomen hard and distended. 
Soreness in chest on inspiration. Short hacking cough. Ex¬ 
cessive diarrhea. Ravenous hunger, or else loss of appetite. 
Profuse sweat every morning, and from the slightest exertion. 
Great weariness of the limbs as after a long walk. Tendency to 
obesity. 

Camphor. —Sudden and great sinking of strength (ors.). 
Extreme restlessness and anxiety (ara.). Cold sweat all over 
{verat alb.). Cold, pointed nose. Face pale and anxious. 
Coldness of the limbs {ars., verat.). Cramps of the calves 
{sulph.). Small, weak, scarcely perceptible pulse {carhovcg.). 
Violent delirium. Didlness and heat of the head with cold, clammy 
skin. Tongue cold {carbo veg., verat alb.)» Great thirst. Roll¬ 
ing and rumbling in the bowels wdth involuntary evacuations. 

Carho veg.—Restlessness and anxiety. Greenish color, or 
great paleness of 4he face {ars.), Hippocratic countenance 
{verat alb.). Severe nose-bleed several times daily. Dullness 
of the eyes, pupils insensible to light Loss of hearing. The 
gums are painfully sensitive while cherwing. Cold breath and 
tongue. At times the tongue is moist and sticky. At others it 
/is dry and cracked. Hawking of mucus in the throat The epi¬ 
gastric region is distended. Frequent and violent eructations 
Flatulent distention of the abdomen. Emission of 
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large quantities of offensive flatus. Go] liquative diarrhea, putrid 
and involulttary (ara.). Diarrhea during convalescence. Bron¬ 
chial catarrh with diflicult expectoration of tenacious mucus. 
. Loud rattling, in the chest The pulse is thread-like and scarcely 
perceptible. Coldness of the surface. Cold sweat on the limbs. 
Cold breath. Threatened paralysis of the lungs and heart. Bed 
sores {ars., jluoi'ic (icid, sccale). 

Cinchona.—Sense of internal illness as of impending disease. 
Frequent nose-bleed, especially in the morning {hry,). Pale, 
earthy, grayish-yellow complexion (ars.). Constant inclination 
to stretch the limbs or change position. Enlargement of the 
liver and spleen. Bitter or sour taste. Empty eructations. 
Milk deranges the stomach {sul-pli.). Tympanites. Painless, 
indigested stools (podo.). Profuse sweat during sleep, espe¬ 
cially on the side on which the patient lies. Great weakness. 
Protracted convalescence. 

Cocculns.—Slowness of comprehension. Very sensitive mood. 
Vertigo with nausea when rising up in bed {bry, ) must lie down. 
Stupor. Coma vigil. Heaviness of the lids. Noise in the .ears 
like the rushing of waters. Metallic, coppery taste with loss of 
appetite (ars., rhtis). Nausea witli tendency to faint. Drink 
rolls audibly down the throat {hydr* acid). Great distention 
and nimbling in the abdomen. Treakness of the cervical mus¬ 
cles. Feet and liande fall asleep alternately. Great general 
weakness and weariness after over-exertion. 

Colchicum.—External impressions, especially strong odors, 
disturb the patient. Dullness of perception. Delirium with 
headache {bell.). Sudden sinking of the vital forces. Cadaverotis 
appearance. Hollow staring eyes. Lips, teeth and tongue covered 
with sordes. Skin dry. Nose-blee 1 evenings. Body hot. Hands 
and feet colcL Cold sweat on foreliead. Tongue, heavy, stiff 
and insensible (con.). Tongue protruded witl^ difiiculty. Grind¬ 
ing of the teeth {hell., hyos.). Epigastrium extremely sensi¬ 
tive to pressure {hell.). Violent burning or icy coldness in the 
stom.'ich {ars.). Great thirst. Distention of the abdomen. 
Watery diarrhea. Involuntary stools. Dark, liquid, ofiensive, 
painful stools. Suppression of urine. Involuntary mictui’ition. 
Irregular intermittent respirations. Small, quick, scarcely per¬ 
ceptible pulse. (Edematous swelling of the legs and feet (ars.). 
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Great exhaustion and weakness as aft^r exertion, in the 
autumn. 

Gelseniinm. —In the prodromic period. Dullnessof the men¬ 
tal faculties {hapt). Trembling from weakness. Vertigo and. 
blurred vision {iris vers.). Drowsiness, vertigo, and great 
muscular prostration. Heaviness of the head, relieved after 
profuse emission of watery urine (phos. acid). Severe pains 
in the head, back and extremities. The brain feels as if bruised 
{belL). Head feels as “big as a bushel.” Cephalalgia with 
aching lancinating pains extending from the left occipital region 
through the head to the forehead and eyeballs. Drooping of 
the eyelids {caust). Heavy, besotted expression {hcipt). Crim¬ 
son flush of the face. Tongue coated yellowish-white. Can 
hardly i:>rotrude it, it trembles so {hell.^ lack.j secale). Numb¬ 
ness of tongue, feels so thick, can hardly speak (caust.). Iliac 
tenderness. Chilliness. Coldness of the hands and feet. Com¬ 
plete prostration of the entire muscular system. 

Hamamelis.'.— Great lassitude and weariness of the limbs. 
Extreme soreness of the abdomen. Bloody alvino dejections of 
tar-like consistency (ahtmcn, black). Profuse nose-bleed with 
feeling of tightness of the bridge of the nose (dtilc.). 

Helleborus nig. —Sensation of soreness of the back part of 
the head with stupefaction. Eyes vacant, pupils dilated (hell, 
hyos. ). Insensibility. Slow of comprehension. Lies in a state 
of constant slumber. Utters no complaint. Chewing motions 
of the jaws (hr?/.). Convulsive twitching of the muscles (cvpr.). 
Sliding down in bed (mur. acid). Small, slow, tremulous pulse. 
Trifling loss of flesh. 

Hyoscyamiis.—Complete lossof consciousness (hell., opium). 
Coma vigil. Muttering with picking at the bed-clothes ( opium ). 
Muttering loquacity (apis). Answers questions correctly, when 
asked, but lapses again into delirium (arnica, hell.). AVhines 
and don’t know why. Inability to direct the thought. Sleej:)- 
lessness or constant muttering sleep. Constant delirium with 
great restlessness. Jumping out of bed. Thinks he is in the 
wrong place. Attempts to run away (hell, hry.). Desires to 
uncover and remain naked. Flushed face, stupid expression 
(l)apl). Bed, staring, sparkling eyes (hell.). Pupils dilated 
(bell ) and insensible (opitiru). Objects appear red as fire, of 
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too large (opp.pZaf.). Deafness. Constrictive sensations in the 
throat with inability to swallow Clean,parched, 

dry tongue. Much thirst. Hiocougli. Putrid breath. InvoL 
untary stools at night {ars., rims). Eetention of urine. In¬ 
voluntary urination. The urine leaves reddish streaks tm tiie 
sheet (Z^/cop.). Grating of the teeth {axns,helL). Trembling 
of the limbs. Subsultus tendinum {pkos. (idd). Bose spots 
. on the chest and abdomen. 

Ignatia. —-Great impatience. Changeable disposition. Sen¬ 
sation as if swinging to and fro in a swing. Broods over im¬ 
aginary troubles. Flickering zigzags beforethe eyes. Frequent 
sighing. Over-sensitive to pain (coffea). Sour taste in the 
mouth. Convulsive motions of the face and extremities {stram .). 
Single jerks of the limbs on falling asleep. Troublesome dreams 
of one and the same thing, all niglit. Palpitation of the heart. 

Lachesis. —Great mental and physical exhaustion. Sleepi¬ 
ness, but unable to sleep. Sleep, followed by aggravation of all 
the Bymi)toms. Stupor and muttering (apis). Loquacious, 
constantly cliangingfrom one subject to another. Thinks she is 
dead. Sunken countenance. Dropping of the lower jaw ( lycoj)., 
opium). Tongue dry, red or black, cracked and bleeding (m’s.). 
It trembles when protruding it {{/els., hell.). Inputting out the 
tongue it catches on the teeth or under lip. Lips dry, cracked 
and bleeding. Appetite variable. Desire for oysters {lyc.). 
Hyperwusthesia of the abdomen. Offensive stools. Intestinal 
hemorrhage containing flakes and granules of decomposed blood. 
Dyspnoea. Hawking of mucus with* rawness in the throat. 
Superficial ulcers {mere., nit. acid) of a blackish-blue appear¬ 
ance. Falling off of the hair {mere., nil. (icid., phos.). In the 
spring. 

Laui'ocerasus. —Irregular beating of the heart with slow 
pulse {digit.). Clonic spasms of the extremities {ennth.). Want 
of energy of the vital powers, and want of reaction. 

Lycopodium. —Depression of spirits {riat. pids.). Great fear 
of being left alone. Uses wrong words to express an idea 
{arnica, anacardium, gra/di.). Eestless sleep. Subsultus ten¬ 
dinum. Earthy color of the face. Circumscribed redness of the 
cheeks. Face suddenly yellow or pale after the first week (gen¬ 
erally fatal). Putrid smell from the mouth. Tongue coated 
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white, or else red and dry. Vesicles on the tongue. When the 
tongue is. spasmodically thrust to and fro between the teeth. 
The lower jaw drops {opium^ mur. add., lack. ). Fan-like motion 
of the al «0 nasi. Desire for sweet things. A little ftx>d seems 
to fill the stomach full, and causes fullness and distention of the 
abdomen. Bowels much distended with nimbling in the left 
hypochondrium. Chilliness in the rectum before stool. Urine 
leaves a red, sandy stain on the sheet {cinch., phos.). Shortness 
of breath. Cough with scanty, gray, salty expectoration. Cold¬ 
ness of the hands and feet One foot hot and the other cold. 
Falling out of the hair ( graph., mere., phos. ). The hair becomes 
gray early. Nervous debility. Emaciation. 

Mercurius. —Heaviness of the head with great inclination to 
sleep. Answers questions slowly. Great weariness and pros¬ 
tration. Trembling. Pale, earthy-colored, puffy face (a7‘s., 
jmls.). Eyes dull. Tongue swollen, soft and flabby, taking im¬ 
pressions of the teeth on its edges. Putrid odor from the mouth. 
Begion of the liver painful and sensitive to contact {hell., hrt/.). 
Yellow-green stools. Bilious, slimy or watery diarrhea. Abdo¬ 
men hard, distended and painful. Inguinal glands swollen or 
suppurating {nii. acid). Frequent urination. Urine leaves a 
whitish sediment. Clammy perspiration at night. Icteroid hue 
of the skin. Nose-bleed during sleep. Sudamina. 

Muriatic acid, —When decomposition of the fluids is slow and 
extensive. Continuous delirium. Vivid hallucinations. The 
patient is busied with past and present events. Forgetful of 
time and place. Irritable. Sleepiness in the daytime, sleep¬ 
lessness at night with muttering delirium. Constant inclination 
to slide down in bed. Photophobia. Glistening eyes, con¬ 
tracted pupils. Over-sensitive to sounds. Acuteness of taste 
and smell. Excessive dryness of the lips, mouth and tongue. 
Tongue heavy, like lead, preventing talking. The lower jaw 
hangs down. Great thirst. Watery diarrhea mixed with lumps 
of whitish mucus. Involuntary stools while urinating. Profuse 
discharge of clear acid urine. Pulse rapid and very feeble, in¬ 
termits every third beat (fourth beat, nit add). Bespirations 
accelerated. Excessive prostration. Painless, rapidly spread¬ 
ing, indolent bed-sores. In low fevers. 

Nitric acid. —Irritable and excitable. Anxiety with fear of 
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death (ars.). Frequent pains in all parts of the body, suddenly 
appearing and disappearing. Pale, yellowish complexion. 
Putrid smell from the mouth (were.). Appetite for chalk, lime 
and earth {alumina). White coating on the tongue. Ulcers in 
the mouth and fauces. Accumulation of mucus in the throat. 
Great sensitiTeness and distention of the abdomen. Intestinal 
hemorrhage. Green, slimy, acrid, fetid evacuations. Battling 
cough with purulent expectoration. Brownish, bloody sputa. 
Pulse irregular, intermits every fourth beat (third beat, mur. 
acid). Ulcers with stinging, pricking pains as from splinters. 
Emaciation, especially of the arms and thighs. Profuse falling 
off of the hair {graph., not. mur., phos.). After the abuse of 
mercury. 

Niix moschata.—Fitful mood. Lossof memory {anac.,pho8. 
acid). Difficult comprehension (aw. car&.). Great drowsiness. 
Dryness of the mouth, tongue, and lips, with taste as after eat¬ 
ing strongly salted food. Little or no thirst. Bolling, rum¬ 
bling or gurgling in the abdomen {aloes). Colic, relieved by hot 
wet cloths. Thin, yellow diarrhea like stirred eggs. Offensive 
colliquative diarrhea. Small, slow pulse. Great languor and 
excessive muscular restlessness. 

Nux vomica.—Over-sensitiveness to external impressions 
{cinch.). Delirious phantasies on lying down. Chilliness on 
slight movement. Dryness of the mouth and tip of the tongue. 
Flatulent distention of the abdomen after eating {cinch., lycop.). 
Desire for fat food. Hunger with aversion to food {opium). 
Alternate constipation and diarrhea. Intestinal cramps. Great 
desire to sit or lie down. Emaciation. Chlorosis. 

Opium.—Drowsiness or sopor. Complete loss of conscious¬ 
ness (%os.) with slow stertorous breathing. Stupid sleepless¬ 
ness with frightful visions. Suffocating nightmare. Muttering 
delirium. Attempts to escape {bell., hyos.). Contracted pupils 
hyos.). Glassy, half-closed eyes. Face, dark red, bloated, hot 
{hell.), flushed {hyo8,),'ov pale and sunken. Bed feels hot, can 
hardly lie on it. Violent thirst Irregular respirations. Deep 
snoring, slow, breathing with mouth wide open. Convulsive 
movements and numbness of the limbs. Involuntary, offensive 
stools (ars.). Dark, fluid, frothy evacuations. Violent griping, 
cutting pain in the* abdomen. Betention of urine. Dropping 
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of the lower lip and jaw (lack., nmr. acid). Profuse sweat. 
Coldness of the extremities. 

Phosphorus.—Constant sleepiness. Low, muttering delirium 
(arn.f hnpt, rkus). Coma vigil. Inability 'to concentrate 
thought (am., rims). Carphologia (am., hyos.). Contracted 
pupils (ophim, i^hysostifjma). Pale, sallow or changeable color 
of the face. Dry, immovable tongue, cracked and covered with 
sordes (ars., verat alb.). Thirst, withdesire for vei-y cold drinka . 
Burning in tlie stomach (ars.). Eegurgitaiioaof food in mouth¬ 
fuls. Drinking oaueee rolling and rumbling in the abdomen. 
Sensation of weakness arid emptiness in the abdomen (sepia). 
Vomiting of watery, bilious and slimy masses with great pain 
in the first and at the beginning of the second week, relieved for 
a time by ice, or very cold food or drink. Painless diarrhea, with 
abdominal distention and loud rumbling (cinch.). Watery, 
greenish, sago-like, or bloody evacuations, worse after eating. 
Typhoid pneumonia. Hard, dry cough with violent oppression 
of the chest, and difficult respiration. Difficult expectoration of 
tenacious mucus, or of mucus streaked with blood. Cough worse 
from evening to midnight (carho vey., 'puls.), and when talking 
(dros.). Loud mucous rales in the lower lobes (ipecac, iari. 
emed.). Hepatization of the lungs. Small, quick, easily com¬ 
pressed pulse. Dullness of heanng, especially of the human 
voice. Profuse epistaxis. Bose spots and ecchymosos. Great 
emaciation. Weakness in the extremities, as if paralyzed. 

Phosphoric acid.—Indifferent. Disinclination to talk (phos. 
opp. s/mm.). Incajjacity for thought (ijels.). Answers ques¬ 
tions slowly and reluctantly, or short and incorrectly (phos.) 
Somnolency with muttering delirium. Pale, sickly comidexion. 
The eyes are either dim or glossy. Hemorrhage from tlie nose 
of dark blood (hain.). Intolerance of musical sounds (caiist) 
Deafness with roaring in the ears. Dryness of the mouth and 
throat without thirst (nux). Grayish coating on the tongue. 
Desire for juicy things (puls.). Pressure in the stomacli after 
eating. Meteoristic distention of the abdomen with rumbling 
and gurgling. Involuntary stools. Thin, whitish-gray evacua¬ 
tions. Dry, tickling cough. Frequent emission of pale, watery 
urine, forj:ing a milky-white cloud, especially at night. Fre¬ 
quent, small, feeble pulse. Dry, clammy skin. Bluish-red spots 



LEADING INDICA^IONB. 


187 


on the parts upon which the patient lies. ' Profuse night and 
morning sweat In young persons who have grown.very rapidly. 

Psorinam.—Loss of memory during convalescence. De¬ 
spairing, melancholic mood {mix). Deep-seated, heavy pain in 
tlie region of the liver. , Dark, brown, feiid stools. Cough with 
difficult green mucous expectoration. Great debility (swZp/t.). 
Profuse perspirstiaii from the least exertion, and at night {cincli.y 

piiOS.), 

Piilnatilla*—Peevishness, or inclination to weep. J>ullnefis 
with pressive pain in the forehead. Bestless, sleep with sensa¬ 
tions of heat. Chilliness. Vivid, frightful, anxious dreams. 
Offensive odor from the mouth. Dryness of the tongue, as if 
burnt, without thirst {mag. nmr.). Tenacious mucus in the 
mouth. Constant spitting. Bitter taste ( hry. ). Distress in the 
stomach an hour after eating {nux.). Pulsation in the epigas¬ 
trium. Gnawing in the stomach as from hunger. Loud and 
painful rumbling and gurgling, especially at night. Emission 
of fetid flatus. AVatery diaiThea, preceded by rumbling, worse 
at night Great weariness and prostration. Wandering pains 
{halihich.). 

Khiis tox.—-Great restlessness and uneasiness (ary.). Con¬ 
fusion and dullness, with vertigo. Incoherent muttering. An¬ 
swers questions correctly, but slowly {hry.y hepur.). Active de¬ 
lirium and great prostration. Vivid, troublesome dreams of ex¬ 
cessive bodily exertion. Headache, Avorse from opening and 
moving the eyes {puls.). Pale, sunken face with blue rings 
around the eyes. Dark, livid redness of the cheeks. Epistaxis,. 
morning or night Dry, red, ci*acked tongue {hapi.^ hell.). Bed- 
ness of the tip of the tongue in the shape of a triangle. Putrid 
taste and breath. Induration of the parotid and sub-maxillary 
glands. Sordes. Great thirst for cold drinks, especially cold 
milk. Nausea. Copious, thin, yellow evacuations, worse at 
night Involuntary, fetid, stools, during sleep. Dry, tickling 
cough, worse in the evening and before midnight. Infiltration 
of the loAver lobes of the lungs. Severe cough with tough, 
bloody expectoration. Soreness as if beaten in the hypochon¬ 
dria. Aching pains in all the limbs; must constantly change 
position. 

Secale corn.—Constant sighing. Hiccough {ars.y nux mos.). 
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Great prostration and extreme restlessness. Aversion to being 
■covered. Anxiety and burning at the pit of the stomach (ars,). 
Fear of death. Cold perspiration on the face and forehead. 
Sweat from the head to the epigastrium. Face, pale and sunken. 
Unquenchable thirst Desire for sour drinks, especially lemon¬ 
ade. Painless, muco-bilious vomiting, with great prostration. 
Ravenous hunger. Thin, olive-green stools. Involuntary evac¬ 
uations. Suppression of urine. Great trembling when at¬ 
tempting to move. Fuzzy feeling in the extremities. Cold, blue, 
ishrivelled skin. Extensive ecchymoses. Bed-sores. 

Silicea.—Disposition to boils. Periostitis of the sacrum. 
Ulcers with stinging, sticking, burning pains ( ars., lack, ). Weak¬ 
ness and sense of great debility. Perspiration on the slightest 
exertion (acpm). Sensitive to cold air, takes cold easily. Ema¬ 
ciation. 

Stramonium. —Stupid indifference {pkos, acid). Loquacious 
delirium {lack., lachnanihes). Furious delirium, worse from 
looking at shining objects. Tries to escape, struggles to get out 
•of bed {hell.,rhus). Wide open, staring eyes {hell., hyos.). 
Transient loss of sight, hearing and speech. Oblique vision. 
Dryness of the throat. Violent thirst, especially for sour drinks 
{hry., secale). Yellowish-brown coating on the tongue which is 
dry in the center (6ap/.). All food tastes like straw {sidplu). 
Black stools which smell like carrion (fws., carho veg.). Hard, 
tympanitic abdomen. Suppression of urine. Involuntary urina¬ 
tion. Constant restlessness, with jerking motions of the limbs 
and of the whole body. Carphologia. Subsultus tendinum. 

Sulphur, —Anxiety in the evening, with inability to sleep at 
night. Weakness of memory, particularly for names. Heat, 
fullness and pressure in the forehead. Hardness of hearing 
{caust). Weakness of the chest when talking {xdios., sian.), 
Dyspncea. Short, dry, nocturnal cough. Anorexia or else 
ravenous hunger, particularly about 10 or 11 A. M. Stomach 
feels distended after eating only a little {lyc). The abdomen 
is painfully sensitive to the touch {hell.). Morning diarrhea 
with great prostration. Offensive, turbid urine {laclt.). 

Sulphuric acid, —Irascibility, Hardness of hearing {calc., 
carb., sulph. ). Deathly i)aleness of the face. Dry, red or brown 
i»ngue. Aphthae. Swelling and inflammation of the sub-max- 
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illary glands. Violent hiccough. Dark, persistent hemorrhages. 
Blue, ecchymotic spots (carbo veg., nux mos.j phos. acid). 
Shortness of breath. Great weakness and prostration. 

Tartar emet* —Irresistible inclination to sleep. Trembling 
of the whole body. Pale, sunken face. White pasty coating on 
the tongue. Tongue red in streaks and dry in the middl^ (rftus). 
Continuous anxious nausea. Violent and painful urging to 
urinate with scanty <#r bloody discharge (can. sat). Great rat¬ 
ling of mucus in the chest (ipecac). Threatened oedema of the 
lungs (moschus). ^ 

Terebinthina. —Stupefaction. Coma ( opium). Excess!vo 
prostration. Dry, smooth, glossy tongue. Tympanites. Fetid 
stools. Intestinal hemorrhage. Quick, small, thready, almost 
imperceptible pulse. Occasional subsultus tendinum. The 
urine is scanty and has the odor of violets. 

Veratrum alb.—Sudden sinking of strength. Hippocratic 
countenance. Cold perspiration, especially on the forehead. 
Sunken eyes. Pointed nose. Tongue cold (carbo veg.), or 
coated white with red tip and edges. Violent thirst for cold 
water (ars., phos.). Excessive hunger for fruits, acids or salt 
things. Violent vomiting and watery diarrhea. Oppressive and 
spasmodic contractions of the chest. Cold breath. Suppression 
of urine. Icy coldness of the hands and feet. Continued pro¬ 
found sleep. The patient remembers events only as dreams. 

Veratrum vir.—Muttering delirium. Bestless sleep, with 
dreams of being drowned. The eyes remain open and the pupils 
are dilated. The face is flushed or else pale and covered witl^ 
cold perspiration. The tongue is coated white or yellow, with a 
red streak down the center. The pulse is irregular, hard and 
frequent, and the heart beats rapidly when taming over in bed 
(bell). Oppression of the chest, with slow, labored breathings 
Dark, turbid, fetid urine. Involuntary micturition. Hiccough. 
Subsultus tendinum. Carphologia. 

Zincum. —Weakness of memory (anac.). Unconsciousness. 
Brain exhaustion. Delirium with attempts to get out of bed 
(hyos.). Constant jerking of the whole body during sleep. Car¬ 
phologia. Subsultus tendinum. Sliding down in bed (mwr. 
add). Involuntary evacuations. Bed-sores. 
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HYOIENIO AND DIETETIC TREATMENT. 

In the treatment of typhoid fever it is highly important that 
the patient be properly hygiened and fed. 

As soon as the disease is suspected the patient should be 
ordered to bed, and not permitted to leave it until some days 
after copiplete convalescence. Absolute mental and bodily rest 
is a primary necessity. And in every case the use of the urinal 
and bed-pan to receive the evacuations from the bladder and 
bowels should be rigidly insisted upon. The sick-room should 
be large and well ventilated, and situated as remote as possible 
from the original source of infection. The temperature of the 
room must be kept below 60° Fahr. All superfluous articles of 
furniture should be removed from the apartment. The patient 
should lie on a mattress—never on a feather bed—with a linen 
sheet and a woolen blanket as a covering. The bed and body 
linen should be changed daily, and immediately thrown into a 
vessel containing a solution of carbolic acid, before being re¬ 
moved from the room. The bed and room should be sprinkled 
with Platt’s chlorides, and the water-closet must be frequently 
disinfected. The room should be kept perfectly quiet. Visita¬ 
tions must not on any account be indulged in during the course 
of the fever, and to but a limited extent dm*ing the early days 
of convalescence. The position of the body should be frequently 
changed, and when sordes collect upon the teeth they may be re¬ 
moved by the use of a soft wet towel. Pieces of ice allowed to 
dissolve in the mouth will to some extent limit the formation of 
sordes. 

Tympanites is constantly present in t 3 rphoid fever, but if at 
any time it becomes great, and the accumulation of flatus in the 
colon is excessive, it may be necessary to carefully introduce into 
the bowel an intestinal tube to remove part of the accumulated 
gas. When intestinal hemorrhage occurs an ice bag filled 
with broken ice may be applied to the abdomen. The food at 
such times should be limited to meat essence,* wine-whey or 
koumyss, and must be taken ice cold. Meat essence is prepared 
by cutting a pound of fresh lean beef into small pieces, and I)ut- 
ting it into a pint bottle without water. It is then corked loosely, 
and the bottle immersed to its neck in cold water in a stewpan. 
jBring the water to a boil, and let it boil for two hours. Then 
pour offthe essence without filtering. When there is great abdom- 
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inal tenderness, thinly spread mush or ilax-seed poultices, well 
smeared with lard, are exceedingly grateful. When intestinal 
perforation occurs, opium should be administered in addition to 
the indicated remedy, and in doses sufficient to secure absence 
of intestinal motion for several days. The hypogastrium must 
be examined by palpation and percxission twice daily, a,nd the 
catheter used when necessary. In long protracted cases, bed¬ 
sores are to be prevented by frequent changes of position, by the 
removal of pressure by means of cold water bags or air cushions, 
and by bathing the parts with whisky and arnica. Points of 
Ijressure may also be protected by a piece of kid spread smoothly 
with soap plaster. When erosions appear, the parts should be 
washed with a weak solution of carbolic acid, and afterwards 
dressed with lint covered with the glyceroleof calendula, or with 
equal parts of copaiba and castor oil, ^ 

The void hath^ first recommended by James Currie, of Liver¬ 
pool, England, in 1797, but which had fallen into disuse, was re¬ 
vived by Brand in 1868, and is now quite extensively used in 
Euroi)e. It has not, however, been very generally practiced in 
this coimti’y, and it is not probable that it will be accepted in 
tlie immediate future as a general method of treatment of typhoid 
fever. Mild cases do not require it, and in advanced cases it is 
not safe. It should never be used after the secohd week of the 
fever. And as a general rule, if after using frTun four to eight 
baths ill the course of twenty-four hours, the fever rises to the 
same or a higher degree than before using the bath, little or no 
benefit will accrue from a continuance. 

Loomis gives the following general rules for using Ziemssen's 
gradual method of bathing; As soon as the axillary tempera¬ 
ture in the evening rises above 103° Eahr., place the patient in a 
water-bath having a temperature of 70° Fahr. or 80° Fahr., and 
gradually lower that temperatui’e by the addition of cold water 
or ice, until the temperature of the patient begins to fall. It 
may be necessary to lower the temperature of the bath to 60® 
Fahr, before the temperature of the patient is affected; but the 
lowering of the body temperature must be accomplished by. the 
loAvering of the temperature of the bath, care being taken that 
the latter does not fall below 60® Fahr. When the temperature 
begins to fall, the thermometrical observations must be renewed 
every two or three minutes. While the baths are being used, 
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the temperature must be taken by placing the thermometer in the 
rectum. If it falls rapidly—that is, two or three degrees in five or 
six‘minutes—as soon as the fall has reached 103° Fahr., remove 
your patient from the bath;.if it falls slowly, as soon as it reaches 
101° Fahr., he should be removed and immediately placed in 
bed. Never keep the patient in the bath until the temperature 
shall have reached the normal standard; for this may cause him 
to pass from a condition of fever into a state of collapse, as the 
temperature continues to fall for some time after his removal 
from the bath. While in the bath, cold should be applied to the 
head by means of a sponge wet in cold water or by an ice bag. 

The cold pack is much less effective than the bath, as four 
packs are only equivalent to one cold bath. Frequent sponging 
of the body with equal parts of aromatic vinegar and tepid water, 
or with tepid whisky and water, will allay dryness and heat of 
the skin, and if done in the evening will promote sleep. 

The diet should be nutritious, liquid^ and on account of the 
enfeeblement of the digestive and assimilative powers, easily 
digestible. It should be administered in small quantities and at 
short intervals. The best beverage is fresh water, which may be 
given often. Milk and water, koumyss or thin barley water are 
grateful drinks. Fruits should be prohibited; and solid food 
must not be given until the temperature has remained at the 
normal for at least three successive days. After the first week 
as much food should be given as can be properly digested, and 
when there is extreme prostration it should be administered 
every half hour or hour. 

Milk, which has been aptly defined as fluid flesh, bone and 
nerve, leads the list of fever foods. It is the best diet during 
the stage of catarrhal inflammation. It does not, however, agree 
with all cases, and must not be used in unlimited quantities, as 
it sometimes lies in curds in the stomach and bowels. In order 
to make it more digestible it may be reduced by dilution with one- 
half or one-third of lime water. The addition of two or 
three grains of pepsin and pancreatin to each cupful of food 
proves B valuable aid to digestion. Usually patients will take 
from four to six quarts of milk and lime water per day. Meat 
broths made of beef, mutton, veal or chicken, and containing a 
little barley or well cooked rice, may be given. The addition of 
claret or port serves to make the broths more palatable. Gen- 
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erally it will be well to alternate milk with the broths, every two 
hours during the day, and every three hours during the night. 
Koumyss or fresh buttermilk often proves a very grateful 
cliange to patients who weary of milk, and may be given as a 
substitute where patients will not drink the latter. 

Beef-tea, which is claimed by some practitioners to be the 
proper diet for typhoid patients, will never take the place of 
milk. To prepare it,* chop a pound of lean beef into very small 
pieces, pour over it about a pint of cold water, cover, and let it 
stand two hours by the side of the fire; then place it on the 
fire and allow it to boil for a half hour. Afterwards remove the 
scum, and skim olf all the fat; salt to the taste; do not filter 
or strain it, simply pour it off. If rightly made it should have 
a rich brown appearance when stirred. As a rule more patients 
dislike than like it. The pface of usefulness assigned to it is 
after the middle of the second week, and yet I am free to say that 
you will be often disappointed in its use. When administered 
indiscriminately it is supposed to have a tendency to keep up the 
temperature. 

For general use you will find Leube’s Beef Solutionf the best 
animal diet preparation, as it is Jiighly nutritious and is more 
easily digested than any other of the meat extracts. When¬ 
ever the stomach fails to retain food and rejects even Leube’s 
solution, Valentine’s Meat Juice may be administered hypo- 
dermatically in doses of from one to two fluid drachms. Meat- 
pancreas injections, so useful in gastric ulcer, and prepared 
by adding one and one-hojf ounces of finely chopped pan¬ 
creas, and five ounces of finely scraped beef, to three ounces of 
lukewarm water, aud stirring to the consistence of thick pulp, 
may if used with caution, per rectum, be of benefit in patients 
who are very low. In cases of extreme prostration the intrave¬ 
nous injection of milk—prepared by adding ten grains of car¬ 
bonate of ammonia to six ounces of goat’s milk—has been used 
with good effect. 

Alcoholic stimulants are unnecessary and injurious up to the 
end of the second week, and many cases require no stimulation 
« 

* Johnston’s Fluid Beef, or Scott and Bowne’s Soluble Peptonized Granu¬ 
lated Beef, may be used. 

t Prepared by Ph. Rudiach, of New York. 
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throughout the whole course of the attack. The indications 
which call for their administration are mainly such as are de¬ 
pendent n\X)n the weakness of the heart’s action, and consist of 
a feeble or imperceptible cardiac impulse, and a diminution or 
early subsidence of the first sound. Stimulation may be con¬ 
tinued, when, under its use, the tongue becomes moist, the first 
sound grows more distinct, the pulse slower, and the sound clear; 
it should be abandoned, when, under its administration, the 
tongue becomes dry, the heart’s action becomes more rapid, or 
the brain symptoms deepen. It is difiicult to lay down rules as 
to the quantity of wine or other stimulants to be exhibited; every 
case has its own peculiarities. At first half a wine-glassful of 
wine-wiiey—prepared by adding half a pint of sherry to one pint 
of boiling milk, and straining after coagulation—may be given 
every three hours. Later, if the patient grows weaker, half an 
ounce of brandy or an ounce of wine may bo given with the 
same or twice as much milk, every two to four hours, especially 
at night. Whenever the urine becomes albuminous, brandy and 
w^hisky must be used with the greatest caution. Never despair 
as long as your paiieut can swallow. 

During convalescence, if stimulants are needed, sherry wine 
either alone or as wine-whey is the most eligible. In the first 
week of convalescence, the diet sliouUl be restricted to milk cus¬ 
tards, and farinaceous foods and animal broths. Wine of i)epsin 
taken after eiicli meal materially aids digestion. After the end 
of a ■week, solid food may be gradually resumed. Milk punch 
and ogg-nog are often of seiwice. If diarrhea is present dur¬ 
ing convalescence it is safer to restrict the patient to milk and 
cream. All exercise other than simply walking around the 
room should be prohibited. 

When convalescence is tardy the patient wall be greatly bene¬ 
fited by change of ajx and scenery. A short residence at the sea¬ 
shore usually exerts a very salutary influence in promoting an 
early restoration to health. Aitkin utters a truism when he 
says no man can be considered fit for’woi'k for three^or four 
months after an attack of severe typhoid fever. 



LECTURE XIII 

Yellow Fever. 


We are to-day to study Yellow Fever—the second in the list 
of miasmatic-contagious fevers. 

Definition, —It may be defined as a continued fever produced 
by the introduction into the human organism of a specific poison, 
and consisting of a single paroxysm of indefinite duration, but 
always tending to terminate in two or four days, or a multii)lo 
thereof. It is characterized by early epigastric tenderness, 
severe nausea,projectile vomiting; fiery eyes, violent supra-orbi- 
tal headache; pains in the back and calves of the legs; a slow, 
uncertain, easily compressed pulse; a deep yellow or bronzed 
skin—after the third day; black vomit—one or two days pre¬ 
vious to death; suppression of urine and albuminuria. It is a 
portable disease and has an average duration of six days. One 
attack affords almost certain immunity for a life-time. After 
death constant lesions of the liver, kidneys, blood, skin, and 
mucous membrane are found. 

Synonyms.—It has been variously described as: Febris fiava. 
Febris typhus icterodes. Febris cum nigro vomito. Fievre 
jaune; and Typhus d’Amerique. 

History.—It is said to have made its first appearance either 
in the West Indies or in Mexico many years before the Spanish 
conquest It prevailed in Central America in 1596, and among 
the Indians of New England as early as 1618. It visited New 
yor\ for the first time in 1668, Charleston in 1682, Boston in 
3691, Philadelphia in 1695, and the Gulf Coast in 1702. It made 
its first appearance in Europe, at Cadiz, Spain, in 1705. Pensa¬ 
cola received its first visitation in 1764, and New Orleans in 1796. 

(195) 
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The epidemic of 1804, in Spain, was attended by the heaviest 
mortality on record. The worst epidemic in New Orleans was 
in 1863. Memphis was first visited in 1865, although the disease 
appeared at Ft. Pickering, now a suburb, in 1828. The second 
visitation was in 1867. A very destructive epidemic devastated 
the city in 1873, and in 1878 a little less than one-third of the 
total population died. In 1870 the disease was very destructive 
in Barcelona, Spain, and in 1871 at Buenos Ayres. ‘ In the great 
epidemic of 1878 the mortality record of New Orleans—which 
stands next to Memphis—is estimated at 4,600, and that of Vicks¬ 
burg at 872. In this epidemic the disease extended as far north 
as Si Louis, Mo., Cairo, Ill., and Gallipolis, Ohio. 

Geographical Limits. —Yellow fever is uncommon.in elevated 
regions, and seldom occurs beyond 4,000 feet above the level of 
the sea. It rarely prevails beyond 45° north latitude and 23° 
south latitude. Epidemics have occurred as far north as Quebec, 
Canada; as far south as Montevideo, Uruguay; as far east as 
Madrid, Spain; and as far west as Mexico. The conspicuous 
zones for its ravages are; Barbadoes, West Indies, on the east; 
Tampico, Mexico, on the west; Bio de Janeiro, Brazil, on the 
south; and Charleston, U. S.. on the north. 

In Europe it has invaded Spain, Portugal, Italy, France and 
England. It has frequently prevailed along the western coast 
of Africa; recently in the province of Senegal. In South Amer¬ 
ica it has prevailedtin Venezuela, Colombia, Peru, Bolivia, 
Buenos Ayres, and Brazil. In North America, it has invaded 
Mexico, the West Indies, Canada, and all the States of the 
Union, except Wisconsin, Michigan, Iowa, Minnesota, Kansas, 
Nebraska, California Colorado, Oregon, Nevada, and the Terri¬ 
tories, omitting the Indian Territory.' It often visits the tropi¬ 
cal islands of the Atlantic, but has never made its appearance 
among the islands of the Pacific. It is unknown in Asia, Aus¬ 
tralia, the East Indies, and along the eastern shores of Africa; 
and has only been felt sporadically along the Pacific coast of the 
American oontineni 

Yellow fever has become naturalized in Brazil, the West In¬ 
dies, Venezuela, New Granada, Mexico, and along the Gulf and 
south Atlantic coasts of this country as far as Charleston. 

Etiology. —The nature and source of the yellow fever poison 
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are as yet enshrouded in uncertainty. We simply know that it 
originates outside of the organism, that it can be reproduced 
only when the atmosphere has become loaded with emanations 
from animal and vegetable decomposition, that it is portable, and 
that it can be conveyed from one locality to another by means of 
clothing, merchandise, and more particularly in the holds of 
vessels. It resembles the poison of typhoid fever in that it can¬ 
not be conveyed directly from the sick to the healthy, but must 
first be deposited in, or come in contact with, decomposing orgaiiic 
matters. Atmospheric air is the usual medium through which 
the infection is received into the human system. 

As no satisfactory proof of the de novo origin of yellow fever 
can be found, many ingenious and at times absurd theories of 
causation have been promulgated by physicians. Dr. Stone 
holds to the wave or cycle theory, and believes that the epidemic 
influence is wafted through the atmosphere in waves or cycles, 
in gradual and regular aiJproaches. Dr. Stille attributes its 
■origin in this country to the Gulf Stream. Dr. Ford advocates 
the theory of fermentation. Dr. Labadie favors the explosive 
theory, believing that it is a peculiar subtle poison that explodes 
in the air, like an inflammable substance. But the majority of 
physicians hold with Dr. Davidson that it is due to'a living or¬ 
ganized microscopicentity, which, generated out of pre-existing 
germs under favorable circumstances, propagates itself indef¬ 
initely ; and, as Sternberg suggests, that something given 
off from the body of the sick, after a time’^and w'ith the concur¬ 
rence of favorable conditions, becomes or produces the true 
poison of tlie disease. 

The meteorological and local conditions which favor its evo¬ 
lution, and which seem to be necessary to the evolution of yel¬ 
low fever epidemics are: 

1. A continued high temperature .—Yellow fever never spreads 
where the thermometer stands less than 72^ Fahr. The average 
temperature for twenty-four hours must be above 77° Fahr. 
Heat may be considered as the only essential in the causation of 
the disease. 

2. Excess of moisture .—A certain amount of moisture either 
in the atmosphere or in the substance of the soil is generally 
necessary for the reproduction of the germ. Heavy rains fol¬ 
lowed by a very high temperature favor the rapid spread of yellow 
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fever. A sufficient amount of moisture is, in this country, always 
present in the atmosphere. In the Southern States, the clear days 
of the season of the disease are called “ yellow fever weather.” 

3. Organic mailers in a state of decemposiiior ^—Decaying ani¬ 
mal and vegetable matters are exceedingly favorable if not essen¬ 
tial to the reproduction of the germ. Bilge-water in the holds 
of ships may be the meditim of transportation of the morbiho 
agent from port td port, while accumulated filth, especially 
city garbage, affords a ricli nidus for its reproduction and dis¬ 
semination in crowded cities. 

4. Nearness io a tropical sea, or to a large river emptying into 
such sea ,—Yellow fever is almost wholly confined to level dis¬ 
tricts in large river and sea-port cities of warm climates. The 
germ travels three times as fast in tropical regions as it does in 
the outer limits of the fever zone. Its average rate of progress 
is about forty feet per day. 

5. A deficiency of ozone in the atmosphere. 

The germs—(micrococci?)-—of yellow fever being portable^ 
may be conveyed in baggage or merchandise (fomites) along 
the routes of travel from infected to non-infected districts. Un¬ 
less so conyeyed, as their progress is naturally very slow, the in¬ 
fection may be confined to a single block or district of a city. 
(This fact alone must always render judicious quarantine of vital 
importance). They are commonly most active near the surface 
of the earth, and at light. They may be dormant for many years 
consecutively, only requiring a concurrence of causes to arouse 
them to disease producing activity. Few germs survive a tem¬ 
perature below 32° Fahr. and all perish at 212° Fahr. 

Epidemics of yellow fever are self-limited and seldom continue 
longer than from sixty to seventy days. They usually appear in 
this country in July or August and disappear upon the advent 
of frost Malignant ini}ermittent fevers frequently precede out¬ 
breaks of yellow fever epidemics. South and easterly winds 
favor the development of the disease, while north and west winds 
tend to arrest it Negroes are most exempt from its attacks. 
jSaving had the disease is ^ partial protection against a recur¬ 
rence. A prolonged residence in a yellow fever district also 
renders the individual less susceptible. This diminished sus¬ 
ceptibility will, however, last only -flrhile the individual remains 
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comtantly in the yellow fever region. And aoelimation is never 
complete until the disease has been experienced. Cooks, bakers 
and blacksmiths, and such as work over fire are specially predis¬ 
posed to yellow fever, while scavengers, tanners and butchers, 
are from their o^upation, afforded partial immunity. In some 
epidemics domestic animals have sickenetl and died from the 
infection. 

_ * 

ToucJiing the question of contagion or non-contagion, which 
has given rise to much bitter discussion, I must say to you, that 
the weight of opinion and of evidence is decidedly against the 
theory of personal contagion. Dr. Lawson writes, it is worthy 
of observation that the great majority of tlie members of the pro¬ 
fession who have resided some years in the tropics and had con¬ 
stant experience of yellow fever, entertain the opinion of non¬ 
contagion, and it is only among those who have met the disease 
occasionally, or who have never been brouglit in contact with it, 
that the idea of contagion is generally received. 

In summing up the etiology of yellow fever we arrive legiti¬ 
mately at the following conclusions: 

1. The disease is produced by a specific germ. 

2. Tlie impression on the oi’ganism is as specific as that pro¬ 
duced by typhoid fever. 

3. An attack affords partial protection from subsequent 
attacks. 

4. The white population of sanguine temf^erament suffer most 
severely, while the blacks are partially exempt. 

5. The germs have the power of self-reproduction outside the 
body, under favorable local and meteorological comditions. 

6. A temperature below 72“ Fahr. is unfavorable to the propa¬ 
gation of germs. 

7. The disease is not personally aintagious, because of the 
immature state of the germinal principle contained in the exha¬ 
lations and discharges of the sick. 

8. The germs may bo conveyed from infected to non-infected 
districts by fomites. 

9. The period of incubation of the germ is from two to nine 
days. 

10. The average length of an epidemic is from sixty to seventy 
days. 
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Clinical History •—The cliniciil history embraces a descrip¬ 
tion of the ]>r()dromal stage, the stage of initial fever or tlie 
paroxysm proper, and the period of sequels which includes the 
stages of calm and of reactionary fever. 

The period of incubation of yellow fever—the time which 
elapses between the absorption of the poison by the organism, 
and the appearance of the first signs of the disease—varies from 
a few hours to several days or even weeks. Its average length 
is from one to two or three days. Prodromal phenomena simi¬ 
lar to those observed in other infectious diseases, and consisting 
of a general feeling of uiieasiness or discomfort, headache, pains 
in the limbs, and loss of appetite, occasionally precede the attack. 
l^Hually, howt'ver, the onset is ajjpareiitl^^ abrupt, the disease 
taking the patient by surprise, either In the morning, while en¬ 
gaged in Vmsiness, or during sleep. 

The 2 >uro,rjfi^m, —In most cases the ushering in symptom, 
which marks the beginning of the stage of initial fever, is a chilly 
feeling along the s])ine passing into nctunl rigor. Immediately 
the patient feels serirmsly ill, coinphiins t)f stinging poins in the 
forehead and temide.s, as also of pnins in the back and limbs, and 
more especially in tJie calves of tbe legs. S{)on the sensation ol* 
cold alternates with, and ra])idly gives way to one of heat. The 
patient becomes restless, and presents an appearance of alarm 
and anxiety. The countenance is flushed, the conjunctiva in¬ 
tensely congested, and the eye has a peculiar muddy appearance. 
The tongue is covered by a white or thin yt'llowish fur, and is 
scarlet colorecl at the tip and edges. The fauces appear bright 
red and cedematous. The skin becomes hot, and is either dry or 
bathed in pr6fiise perspiration. Frequently, as eaiiy as tlie 
second day it emits a peculiar cadaveric odor. The temperature 
rises rapidly and often reaches 102"^ Fahr. or 104° Fahr. within 
a few hours after the chill. The respiration is hurried and fre¬ 
quently irregular. The pulse is full and hard, averaging from 
one humlred to one hundred and ten beats per minute. The 
epigastrium is extremely sensitive to pressure, and occasionally 
there is nausea with frequent and unsuccessful attempts at 
vomiting. The bowels are usually constipated; if discharges 
occur they are dark colored and offensive. On the second day, 
in those exceptional cases which assume tlie ephemeral form, 
after some free alvine or urinary eyacuations, the pulse and tern- 
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perature may suddenly fall, the fever speedily subside, and the 
patient enter upon a rapid convalescence. Such a course is, how¬ 
ever, by no means common, for in the majority of instances the 
febrile movement continues to the third or fourth day. The 
temperature then Usually reaches its maximum height on the 
evening of the second, which in tliis country rarely exceeds 104" 
Fahr. In rare cases the thermometer has been known to regis¬ 
ter 105" Fahr. or even 107° Fahr. The pulse generally falls 
after the second day, Ith a progressively increasijig rapidity, 
and on the foui'th day oscillates toward eighty. The mind is 
usually clear, but occasionally deliriiim makes its appearance on 
the second day. In mild cases this delirium may be confined to 
irrational utterances, while in sevoro cases it may become so vio¬ 
lent as to render physical restraint necessary. In fatal cftses 
delirium is rarely absent. [Tsunlly on the morning of the third 
day, but frequently not before the fourth or fifth <lny, the febrile 
storm commences to subside. After some free evacuation of tlie 
bowels or bladder, the teinpernture begins to full, and the pulse 
continues its steady dowTiward course begun on tlae second day. 
All the symptoms abate except the (qngasiric tenderness. The 
patient sits up and feels better; and in favorable cases convales¬ 
cence now commences. 

The stage of calm .—Much more often the defervescence is not 
complete, the temperature does not fnll below 100' Fahr. and tlie 
l^atient has simply passed into that deceptiveper/od of sc- 
quels —the stage of calm. The duration of this so-calletl second 
stage is very short, rarely exceeding from two h.) three or at the 
utmost twenty-four hours. Graver symptoms of a typhoid char¬ 
acter now api)ear, and the patient approaches the third stage of 
the disease,—the second sequel—the stage of reactionary fever. 

The stage of reactionary fever .—The temperature which had 
commenced to fall rises again rapidly, and after two days reaches 
104°Falir. The pulse becomes quick, at times slow, but always 
small and thready. The stomach becomes more irritable, and 
rejects all food and drink. The conjunctiva presents a yellow¬ 
ish appearance—sometimes even as early as the third day. Tlie 
skin, in about one-sixth of the cases, assumes an icteroid hue, 
which is especially marked about the face, neck and shoulders. 
The tongue is dry and covered with a dirty brownish fur; the 
gums are of a purplish color. The nervous restlessness and the 



202 


LECTURES ON PEVEBa 


ft 


delirium return, or else the patient lies in a state of complete 
apathy and unconcern. Frequently muscular spasms and sub- 
sultuB tendinum occur. The urine is scanty, of a sulphur or 
safiron yellow color, and contains—after the fifth day—granular 
tube casts. The distress and burning in the epigastrium become 
more and more severe. As the vomiting continues, fiakes of 
black hemorrhagic matter mixed with a thin mucoid fluid, and 
knt)wn as hlack vomit are ejected. The vomiting now is some¬ 
what peculiar in that it is projectile in character. It may occ.^ 
on the second or third day of the fever, but more commonly it 
does not come on until thirty-six or forty-eight hours before 
death. The ejection of the black vomit, though prostrating to 
the patient, often relieves the sensation of pressure or tightness 
over the epigastrium. 

Black vomit —When allowed to stand, black vomit separates 
into a thin mucoid fluid and a solid substance resemfiling coffee- 
grounds. The mucoid fluid is made up mainly of water mixed 
with the mucous secretion of the stomach. The solid matters of 
the vomit consist of colorless blood globules, epithelium, disin¬ 
tegrated matters of food, and free haemoglobin or hiematin in the 
form of yellow amorphous patches. Frequently zoogloea of mi¬ 
crococcus are observed in fresh specimens. And very often speci¬ 
mens of the yeast plant or cryptococcus cerevisim are found. 

If the disease is to take a favorable turn, usually after a con¬ 
tinuance of twelve hours, amid profuse sweats all the symptoms 
abate, and the fever gradually subsides. Ihe pulse falls again, 
sometimes as low as forty per minute;' and the temperature 
slowly returns to the normal. The skin becomes moist, and the 
discoloration fades. The gastric symptoms become greatly di¬ 
minished; and the delirium disappears. Excessive nervous 
prostration now remains as the most prominent symptom. As 
a rule convalescence is tardy, being frequently protracted by 
such complications diarrhea, visceral congestions, abscesses, 
periostitis of the tibia, suppurative parotitis, etc. 

In cases which are to terminate fatally, there is no ameliora¬ 
tion, the symptoms becoming more and more grave as the disease 
progresses. The temperature steadily rises, while the pulse fre¬ 
quently sinks. The tongue is hard, dry and covered with a brown 
or blackish fur. The black vomit increases; and frequent hem¬ 
orrhages take place from the nose, mouth, kidneys and bowels. 



ANALYSIS OF CHART. 


20S 


The urine becomes very scanty, albuminous, and at times sup¬ 
pressed. The countenance is sunken, and the face is of a dusky 
color. The delirium may be either low muttering or active until 
. nearthe close of life. In severe cases hiccough, clammy sweats, 
convulsions, and involuntary evacuations precede dissolution. 
Death most frequently takes place on the fourth, fifth or sixth 
day. Some epidemics are much more fatal than others. Tlie 
ratio of mortality is much less during the latter part than dur¬ 
ing the early part of an epidemic. 

Duration.—The average duration of yellow fever is lose than 
one week. 

ANALYSIS OF CHART. 

The Cutaneous Surface.—The yellow color of the skin from 
which the disease receives its name—yello'W fever —ib reported 
as being present in not more than one case in six. It seldom 
appears before the third day. It is first noticed about the eyes^ 
whence it gradually extends downwards over the whole body. 
The icteroid hue is caused by the staining of the tissues with 
pigment matter formed from the Icematin during the degenera¬ 
tive changes produced by the action of the yellow fever poison 
upon the red globules of the blood. This discoloration, there¬ 
fore, is a real hsematogenous jaundice, and is not due, as some 
suppose, to a retention and absori)tion of the bile. 

The perspiration becomes especially marked after the first 
twenty-four hours. In some cases the sweat is so profuse, as to 
wet, not only the clothing, but also the bedding upon which the 
patient rests. Along with the sweat, a peculiar, somewhat cadav¬ 
erous odor is perceived to emanate from the skin and in the 
breath. Frequently a burning, stinging sensation is imparted 
to the tips of the fingers, when the moist and feverish skin is 
touched. In severe cases the face is of a dusky hue, though the 
skin generally is of an orange-yellow color. 

The Digestive Tract. —The tongue is early covered by a 
white cream-like film, except at the tip and edges, which are of 
a bright scarlet tint. Later it assumes a yellow or brownish 
tint, and the edges if clean are of a purplish color. Ip fatal 
cases towards the close of life it becomes bard, dry,, and covered 
with a brown or blackish fur. There is loss of appetite w;ith 
nausea and a constant, often unsuccessful, attempt to vomit from 
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CHART 'DL. -Yellow Faver. * 


Noii-o<)iitu»/l<JUM. Endemic or Epiduinlu. Portable. 

JtK'ubatioti. 

4 * 1 

Twelve hours to ilvo days. 

Period's- 

Tho puroxysiii. 

Tho porhxl ul Beiiuels. 

Slaters; 

StatjGof IdIUhI ff'vei 

Stiijio of calm. 

Sta^o of 

reactionary lev er. 

Duralioii: 

Olio to throe or four 
days. 

TweU e hours to two 
days. 

Twelve to lorty-dipht 
hours. 

'reiiiperalUKj; 1 on second diiy. 

lOJ)'' Fahr. or normal. 

104« Fuhr. 

Pulse: 

lK)loJ*^l, (naseous.) 

Approaehos th<* nor¬ 
mal. 

• 

•JO to ISO. 
Threud'llke. 

'“kill: 

yellow on third day. 
C’adaveiic odor. 

1 iibcoluration siili- 
sidi's. 

Orangc^yelhiw color. 
Profuso sweats pre¬ 
cede eonv aiescence 

^ Ej'es: 

Muddy at first, attoi- 
wards suffused. 
KeHcmblo balisol' fire. 

.Stibsulonee ot 

lied and watery. 

Kxtromilles; 

Pain in tho b.ii'k aiui 

OftlV Cs 

hyniptoiiis. 

\iiisonlar prostration. 
Pnin m buck and Icm'* 

Head: 

Huprn-orbitul ! 

uendaehe. 

Slight oephaialgiu. 

Ajtathy, delirium or 
s(n|K)r. 

'I'OUM-Iie: 

While oont. Jted 
edtfes. 

WhiU' c-oating 

Dry, brown, cracked. 

hloniaeli: 

Nousoa. Projectile 
vomiting-. Yoliow or 
aroenish 

Eplg-astnc teuder- 
nosH. 

Pi-ojeetlle voiuiiing:. 
Jilath vomit. 
Hiecouph. 

Jlinvels: 

Constipated. 

(’onstlpatcd, 

At times, h< mon-hug-e 

1 nne: 

Safitoii eolois'd, snp- 
prosBod. 

Inert'uscd fiow. 

d. AWvm- 
tnm Id. 

Hlood: 

Serrated (rlubulcs. HimlnutKin of fibrin. Uneniia 

Kidneys: 

• Parenchymatous nephritis. 

Li \or: 

SU^htl} oiilarifis], tiittv degeneration. 

Nervous system: 

intliunmution oi lumbar arachnoid, and ol neuruicrnnui ot gaiij^lia 

of hepatic and ooeliac plo.xusi'*-. 

“ w - 

Huratiuu: 

Avernao of disease, tl days. Average of epidemic, IKI to 70 ilays 

Projmosls: | 

Mortality varies Irom 5 to 75 per cent. Moat fatal In ehlldi'cn. 
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the onset of the disease. And generally there is a sensation of 
dull a.ching pain or pressure in the epigastrium. Thirst for cold 
drinks is a* prominent symptom. 

VomiUiig comes on soon after the initial chill, and continues 
throughout the course of the fever. At first the vomited matters 
consist of a thin mucoid fluid, of a white and frothy appearance, 
frequently mixed with bile. Later -usually in the third stage— 
the mucoid fluid becomes mixed with flakes of black hemorrha¬ 
gic matter, or even with pure blood. As the vomiting continues, 
the flakes of black hemorrhagic matter gradually increase in 
amount, until finally a quantity of them mixed with thin mucoid 
fluid—and styled the black votnii —is thrown up forcibly, and at 
once. This peculiar vomit, which is brownish-black in appear¬ 
ance, is an almost pathognomonic sign of the disease, and may 
vary in quantity from a mere stain, to many pints in twenty-four 
hours. It may occur as early as the second or third day, but 
usually it does not set in until thirty-six or forty-eight hours be¬ 
fore death. Statistics show that it is present in not more than 
thirty-three per cent of all dying cases. When present it should 
always be regarded as a grave symptom. Children are more 
apt to recover after it has occurz*ed, than are grown people. In 
some cases, black matters resembling black vomit are passed 
from the bowels, which, otherwise, are constipated. In many 
instances hiccough appears as the, patient approaches collapse. 
Critical alvine evacuations frequently precede an abatement of 
febrile symptoms. 

The Urine. —Early in the fever the urine has a reddish tint 
and displays an acid reaction. After the second day it almost in¬ 
variably contains albumen. Granular tube casts may be dis¬ 
covered, on the fifth day. Albumen is found in all fatal cases. 
In severe cases the urine becomes very scanty, contains a mini¬ 
mum of urea, and may be suppressed from twelve to forty-eight 
hours. Suppression of urine usually occurs during the latter 
part of the third stage, and is one of the most dangerous symp¬ 
toms. When complete it is more unfavorable than the black 
vomit, as death may speedily ensue from ursemia. Biliary pig¬ 
ment appearing towards the close of the disease is generally con¬ 
sidered a favorable symptom. • 

The Eyes. —At the onset the eyes present a muddy appear¬ 
ance owing to slight cedematon^ swelling of the conjunctiva. 
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Later, from increased conjunctiral congesti<yi, they become moist, 
and resemble balls of fire. 

The Temperature.— The characteristic symptom as regards 
temperatiu'e in yellow fever is, that the highest point is reached* 
at the outset of the disease. In mild cases the maximum is 
reached within a few hours after tlie initial chill, while in pro¬ 
tracted cases it is seldom delayed beyond the second or third 
day. Fig, 13 (p, 207.) represents the temperature curve in typ¬ 
ical cases of two, four, and eight days duration. 

During the paroxysm the average height reached in the axilla 
is 104“ Fahr. In exceptional cases it may mount to 106° Fahr, 
or higher, - In the stage of calm it falls to 100 Fahr., but rises 
again to 104° Fahr. or even higher as the patient enters the third 
stiige. After remaining stationary for from twelve to forty-eight 
hours, it falls to the normal standard, where it remains until con¬ 
valescence is fully established. A considerable rise in tempera¬ 
ture frequently occurs, sliortly before death, in fatal cases. 

The following table arranged by Sternberg, shows the prog¬ 
nostic value of temperature observations in yellow fever. 


C'a.sefj liaviiig 
tcniperatnro of 

Xo. of (y'jwes. 

Xo. of Dciiths. 

JVreeutage of Heaths 
to Cases. 

107^^ ;uid ahovt 

13 

13 

100 

From 100'’ to 107«» 

J) 

9 

100 

10r>o — 

1 3(j 

oo 

G1 


1 SO 
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103® — 104® 

1 S7 

G 

7 

102® — 103® 

i 29 

0 1 

— 

101® — 102® 


1 0 

— 


Tcital 74 


The Pulse.—The jjulse is must rapid at the outset of tlie 
fever. Its maximum average—120 beats—is readied on the 
first day. Immediately afterwards it begins to fall at about the 
rate of tqn beats every twenty-four hours. This steady decline, 
wliich begins as early as the second day, when taken in connec¬ 
tion with the rise in temperature, is, I would have you remem¬ 
ber, one of the most reliable guides in the differential diagnosis 
of this disease. 

Nervous System.— Slight headaclm occurs among the 
early prodromes. Then comes the chill or rigor, followed by 
general symptoms of liypermmia of the cerebro-spinal axis, and 
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of thjO sympathetic ganglia of the abdomen and thorax. Mild de¬ 
lirium frequently occurs as early as the second day. In many cases 
the delirium becomes wild in character, and is marked by a con¬ 
stant desire on the part of the patient to escape. In c^es which 
terminate fatally the delirium usually remains active till death 
approaches. In the “ apoplectic grade ” the patients are struck 
down suddenly, become perfectly comatose, hemorrhages take 
place, and death speedily ensues. The fatality in most instances 
is almost always dependent upon hypersemia of the brain. In 
cases that recover, excessive nervous prostration, and the general 
feebleness of the organism render convalescence tardy and oft- 
times discouraging. 

Morbid Anatomy. —The anatomical changes which occur in 
yellow fever resemble in many respects those of the miasmatic 
and contagious fevers. 

The .Limn \—The liver is the seat of the most constant and 
characteristic lesion of the disease. The typical pathological 
change is one of fatty infiltration^ and may involve the whole 
gland, or be confined to one lobe or to a small portion of a lobe. 
On section the organ presents a peculiar pale yellow, gi'eenish or 
blackish-brown appearance. Viewed under the microscope the 
hepatic cells are observed to be more or less filled with oil 
globules. Sometimes the pathological changes advance to a true 
fatty degeneration of the protoplasm of the hepatic cells. In 
such cases the entire liver cells will appear filled with large fat 
globules; presenting the condition known as acute fatty degen¬ 
eration. Very fre<iueutly, especially in drunkards, cirrhosis is 
associated with fatty degeneration. 

The. Kidneys .—The kidneys are always more or less congested 
and enlarged, and their pelves are frequently the seat of catarrhal 
inflammation. In the majority of fatal cases, the leading patho¬ 
logical charijje consists in a degeneration of the epithelium lin¬ 
ing the uriniferous tiibuies. As a result of the degeneration, 
numerous so-called albuminous cylinders are formed in the in¬ 
terior of the tubules.. The largest of these cylinders are formed 
in the convoluted portions—the tubuli centorti—and in the in¬ 
termediate canals. During the metamorphosis larger fat glob¬ 
ules are rarely observed. 

The suppression of urine which appears in some cases is prob- 
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ably due to general atrophy and degeneration of the renal epithe¬ 
lium. 

The Heart .—In uncomplicated cases the heart is generally 
found normal in size and form, empty, and firmly contracted. 
At times it is pale, soft and flabby, and presents changes similar 
to those found in typhoid fever. The pericardium often con¬ 
tains from one to two ounces of yellow or reddish serum. 
Partially organized yellowish coagula, resulting from the 
slowing of the circulation from the feebleness of heart power, 
are occasionally found in the cavities of the heart. 

The Bhod .—The fibrin of^he blood is diminished in quantity. 
The colored corpuscles undergo clianges which indicate loss of 
vitality. The white corpuscles are reduced in number, and con¬ 
tain an unusual quantity of fat granules. 

When removed from the body, the blood of yellow fever rapidly * 
undergoes ammoniacal changes. 

The Brain .—The nervous system is always seriously impli¬ 
cated. The pia mater is almost invariably found in a state of 
hypersemia. The arachnoid is frequently found not only opaque 
but thickened. The brain is congested throughout its whole 
substance, but more especially in the parietal lobes. The general 
cerebral hypersemia depends upon a depression of the vaso-motor 
nerves, followed by a relaxation of the arterial walls. 

Cadaveric rigidity appears early and is strongly marked. 

The SiomacL —In almost all cases the mucous membrane of the 
stomach is found more or less congested. The congestion is con¬ 
fined to smaller or larger spots, and appears- mostly along the 
greater curvature. In fatal cases, small red spots or patches, re¬ 
sembling small ecchymoses or extravasations of blood are found. 

The Skin,—The intensity of the color of the skin varies usu¬ 
ally in proportion to the severity of the cn se.’lfc It is of an orange- 
yellow color, and is deepest about the head and trunk, fading 
towaids the feet. Frequently, approaching the end of an epi¬ 
demic, the discoloration extends only to or slightly below the 
knees. 

In most instances the almost characteristic yellow tint is ob¬ 
served in all the tissues of the body. ^ 



LECTURE XIV. 

Yellow Fever.—t Continued.) 

In the lecture immediately preceding I gave you the main 
jjoints in the clinical history and morbid anatomy of yellow 
• fever; I will now state, as fully as the limits of the hour will 
permit, what is at present known concerning its differential 
diagnosis and treatment. 

Differential Diagnosis.—It is almost impossible to make an 
infallible diagnosis of yellow fever at the outset of the disease, 
as a number of other infectious maladies approach in a similar 
manlier, and are attended by tlie same phenomena. On and after 
the second day, however, the recognition is generally easy. The 
fdlluig of the pulse on the second day, with a siraulianeous rise 
of the temperature of the body; the pain in the head, back, and 
calves of the legs; the suffused and watery eye; the presence of 
albuiiien in the urine on the third day; the epigastric tender¬ 
ness; the projectile vomiting; the orange-yellow color of the skin; 
the hlaok vomit; and the short duration of the febrile phenomena, 
constitute a group of symptoms which are unmistakable. While 
fatty infiltration of the liver, along with the peetdiar spotted con¬ 
gestion of the storaCich, and the black vomit, are pathognomonic 
autopsic phenomena of the disease. 

Yellow fever may be confounded ^vitll remittent fever, relaps¬ 
ing fever, and acute yellow atrophy of the liver. 

Remittent fever is a disease of several paroxysms, prevails in 
inland towns, and is not portable. Yellow fever is a disease of 
one paroxysm, prevails in seaports, and is x)ortable. The vomit¬ 
ing is projectile in character in yellow fever; it is non-projectile 
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in remittent fever. In yellow fever the pulse after the second 
-day falls while the temperatm*e rises; in remittent fever it 
rises and falls with the fever heat The yellow discoloration of 
the skin appears earlier and is more intense in yellow fever than 
in remittent fever. The urine is generally albuminous in yellow 
fever, rarely so in remittent ftver. The spleen is but slightly 
or not at all affected in the former, while it is invariably eji- 
larged in the latter. Black pigment gi'anules (Fig. 9), which 
are found in the blood in remittent fever, are not seen in yellow 
fever. One attack of yellow fever affords almost certain immu¬ 
nity, while one of remittent rather predisposes to others. Au¬ 
topsies show a yellow, fatty liver in yellow fever, and a non¬ 
fatty bronzed liver in remittent fever. 

l^elaimng or sinrillnm fever is contagious. Yellow fever is 
non-cojitagious. The discoloration of the skin in relaj^sing fever 
seldom appears before the relapse, while’ in yellow fever it fre¬ 
quently appears about the tliird day. Spirilla are found in the 
blood of the former, but „not in that of the latter. The spleen 
which usually remains unaltered in yellow fever is as a rule en- 
larged in rela])sing fever. 

Acnie yellow atrophy of the liver may be differentiated from 
yellow fever by its history and by tbo steady diminution in size 
of the organ. 

Prognosis.—Tlie prognosis is much more favorable under 
homa^opathic than under old school treatment; as under the for¬ 
mer the mortality is from fire to twelve per cent; while under 
the latter it ranges from fifteen to aevenfy-five j^er cent. It varies 
greatly in different epidemics, and at different periods of the same 
epidemic. It is favorable when the febrile pai'oxysm is long and 
modez'ate, and when the albuminous urine does not contain casts. 
It should be guarded in new comers, and when the temperature 
runs liigh, the stomach is irritable, or the urine become#scanty 
and contains albumen and casts. It is always grave when black 
vomit and urinary suppression supervene. According to statis¬ 
tics recovery is more frequent after the occurrence of black 
vomit, than after suppression of urine. Coma and convulsions 
are usually fatal symptoms dependent on urremia. 

Treatment.— Prophylaxis .—In the prevention of yellow fever 
your attention must be directed iu the first plac^ to the inter- 
€ei)tion of its new importation, and in the second place to the 
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thwarting of its spi'eading after it has once made its appearance- 
A properly regulated and executed system of quarantine will— 
as far as is possible—prevent the early introduction of the spe¬ 
cific poison. And further, local hygiene and the best sanitary 
measures, are of almost equal importance with quarantine in 
checking the spread of imix)rted yellow fever, and are of abso¬ 
lute necessity in the' prevention of that of domestic origin. For 
importation of the morbific agent is not always necessary, as 
germs may be perpetuated, from epidemics of previous years, 
through the winter months, to brefik forth as soon as the intense 
heats of summer come to recuperate them, and enable them to 
develop and multiply. 

The question of yellow fever quarantine is a very vexed one. 
And as many of the best physicians entertain entirely different 
views, it will be of little use to discuss the matter here. Suffice 
it to say that most exhaustive papers on the subject are contained 
in the Report of the Bureau of Sanitary Science to the American 
Institute of Homoeopathy at its thirty-third session, in 1880. 

All vessels arriving from yellow fever ports, during summer 
months, near ports liable to it, should be inspected, and undergo 
thorough cleansing and disinfection. If found to be infected, 
such vessel or vessels should be qiiarantined until a thorough 
disinfection of the clothes and effects of sailors and passengers, 
together with the cabins and general hold of the ship or ships 
has been obtained. (Personal detention, other than of those ill, 
is seldom necessary.) The clothes of passengers may be readily 
disinfected by dry heat, as most germs of disease become in¬ 
noxious with a temperature of 212° Fahr. The deck and wood¬ 
work should be washed in carbolized water, and the ship thor¬ 
oughly disinfected with either chlorine or sulphur dioxide. The 
space to be disinfected must be kept saturated with the gas for 
not less than one hour. 

As yellow fever usually proceeds along the highways of ii-avel,. 
cities and towns located within the fever zone, should quarantine 
against infected districts. Non-infected wards of a city or town 
should also institute quarantine regulations against infected ones, 
as the immediate limits of the disease may mostly be measured 
by fractions of a square mile. Camps of refuge should, when 
possible, be provided at conyenient distances—say five or ten 
miles—from the cityt)r town mfected. Every sporadic case o£ 
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yellow fever occurring in cities should be sent at once to tlie 
quarantine hospital for treatment 

In the midst of an epidemic, depopulation of rooms and avoid¬ 
ance of confined areas of stagnant air, afford the safest personal 
prophylaxis. Pepple should live in the open air. The city 
should be kept in the best sanitary condition, and no animal 
matter should be allowed to decay within its limits. Personal 
contact with any one after the fever rises, and until it ceases, 
should be avoided. Cimicifaga vjxH croialus are recommended as 
preventives. In the sick room free ventilation, cleanliness, and 
other sanitary measures are of the utmost importance. All ex¬ 
creta and vomited matters should be placed in earthen vessels 
and thoroughly disinfected—^ivitliout delay—before being thrown 
out. Platt’s chlorides should be sprinkled around the room and 
■on the bed-clothing. All the bedding, together with the bed and 
body linen should be burned as soon as the patient is in conva-^ 
lescence. AVoolen articles may be disinfected by heat at a tem¬ 
perature slightly above 212^" Fahr. All other articles that will 
stand boiling and washing with carbolized water and soap, should 
undergo the i)rc>cess. After the patient lias either recovered or 
died, tlie room should ]>e well and completely ventilated, disin¬ 
fected with sulphur dioxide, ot frozen out—and this must be for 
at least seven consecutive days. The floors and wood-work of 
the apartment should be ivaslied, and the walls whitewashed, or 
if already papered, thoroughly disinfected. That method of 
aerial disinfection which as formerly practiced, simply consists 
in making the air of a room smell strongly of carbolic acid, by 
scattering carbolic jiowder on tlie floor, or of cliloriiie by placing 
a saucer of chloride of lime in one corner of the apartment, is a 
delusion, and as far as the destruction of specific germs is con¬ 
cerned is perfectly useless. 

No one should, after leaving, return to an infected, district, 
until at least four weeks after the last oasej or after a seven days' 
freeze. 

Principal Remedies.—The most important remedies during 
the cold period of the first stage are: Tinct of camphor, and 
veratrum alb^ As soon as a reaction appears, and, in general . 
terms, during the first twenty-four hours thereafter, aconite is 
indicated. During the second twenty-four, belladonna is usually 
.the remedy, and during the third, hryonia* Verairum viride is 
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occasionally of service. Gelsemium and eiipatoriun perf, vie 
with the foregoing remedies in the stage of initial fever, espe¬ 
cially if malarial complications exist. Quinine may also prove 
of service in such cases, particularly when prostration begins to 
appear, and when in consequence of malarial influences fatal 
congestions threaten. It should be administered hypodermatic- 
ally and in appreciable doses, as suggested in a former lecture 
on Pernicious Fever (p. 99), 

Arsenicum (tlb. will be your main reliance in the stage of 
calm, although possibly if malarial influences predominate it 
may give way to either cinchoyia or natrum nniricdtciim. 

During the stage of reactionaiy fever, arsenicurn is tlie rem¬ 
edy, par excellence. After it comes kwkesis or possibly croialus. 
In typhoid states either rhus iox. or arnica may be indicated. 
And in collapse you will need either arsenicumy crotalusy carbo 
vcg.y or hydrocyanic acid Calcarca carb,, or cinchona may 
■^prove seiviceable during convalescence". 

As intercurrent remedies, you will think of:— 

BelLy caffcinCy hyosc. or 2 >oiassinm bromide (j>er rectum), for 
the insomnia and nervous agitation. Ipecac for obstinate vom¬ 
iting ill the first stage, and sul^dio-carbola leaf soda., in from two 
to five-grain doses when it occurs in the last stage. Vtri'ut alb. 
for vomiting with abdominal pain and great prostration. Tar¬ 
tar emet when there is prolonged and distressing nausea in tlie 
third stage. Ar(j<ndiim nH.y arsenicurn, or cadmium sulphate 
for the black vomit. Mercuriiis or c-olocynth, when either diar¬ 
rhea or dysentery supervene. Millefolium or gallic add for 
liemorrhage from the mouth and gums. ArgimL nit, ai's. alb.y 
crofahis, sulphuric acid or phos. for hemorrhage'from the intes- 
tiiiJil canal. Lycopoditwiy lei'cbivihina or erigeron for hemor¬ 
rhage from the kidneys or bladder. Sabina for either uterine 
hemorrhage or threatened abortion. Euonymin, helonin, ttiei'C. 
cor., or Gu^n^um. for albuminuria. Opium or hyosc. for urinary 
retention. Canthard or ajns for difficult urination, with scanty 
discharge, and cucumis citridlus —a decoction of watermelon 
seeds—in urinary suppression when other remedies fail. 

Leading Indications. —The following are the guiding symp¬ 
toms for the different remedies:— 

Aconite.—Excessive restlessness and anxiety. Great timidity; 
fear of apiiroaching death. "Vertigo on rising. Burning head- 
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ache* Pain in the forehead and temples. Face dark red; on 
rising turns deadly pale. Eyes injected and sensitive to light, 
(h'eat sensitiveness to every noise. Epistaxis. Dryness of tlie 
mouth and lips. Thirst for large quantities of water. Burning 
and numbness in the throat. Nausea, vomiting and painful hic¬ 
cough. Heat and tenderness of the epigastrium. Pain in the 
back and extremities. Painful, anxious urging to urinate. Groat 
weariness and loss of strength. 

Apis inel- —Absent mindedness and indifference. Headache^ 
pain in the forehead and tem]>le3 relieved by pressure. Red, 
liot, swollen face. Dryness of the tongue, scalding in the mouth 
and throat. Dysphagia. Suppression of urine. Strangury, or 
else ui’ine scanty and Jiigh colored. Great desire to sleep. 

Argentum nit.—Headache, with boring in left frontal emi¬ 
nence, relieved by pressure. Intolerance of light. Conjunctiva 
pink oi’ scarlet-red. Yellow, dirty-looking face. Tender, easily 
bleeding gums. Throat dark red. Black vomit. Tremulous 
weakness. Convulsions preceded by great restlessness. Souse 
of expansion of the body^ particularly of the face and head. 

Arsenicum alb.—Great restlessnes.s and anxiety, especially at 
night. Dread of death. Delirium with desire to escape. In¬ 
tense, dull or throbbing pain in tlie head. Excessive photopho¬ 
bia. Yellowness of the conjunctiva. Dark rings around the 
eyes. Yellow or livid face. Dry, brown or black tongue. * Vio¬ 
lent thirst; drinks little but often. Vomiting, especially after 
drinking. Great anxiety in the epigastrium. Black vomit. Vio¬ 
lent burning pains in the abdomen with intolerable anguish. 
Black, putrid, bloody stools. Suppression or retention of urine. 
Involuntary urination. Bloody uiine. Oppression of the ciiest 
with short, anxious breathing. Irregular, small, scarcely per¬ 
ceptible pulse. Bruised pain in the small of the back. Drawing 
pains in the legs. Sudden sinking of strength. Coldness of 
the body, with internal burning heat. Cold, clammy sweat. 

Baptisia.—General indisposition. Confusion of mind. Fron¬ 
tal headache with pressure. Lameness and soreness of eyeballs 
on moving. Dark, red, besotted expression. Dryness of the 
mouth and tongue. Foetid breath; difficult deglutition. Dark 
red scanty urine. Severe aching pain in the back and hips. 
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Tired, bruised, sick feeling all over. Delirious stupor. Symp¬ 
toms -worse from evening until midnight. 

Belladonna. —Great anxiety and restlessness, with desire to 
escape’. Vertigo on turning over in bed. Nervous excitement 
with delirium. Cephalalgia with throbbing of the carotids. 
Pain relieved by pressing strongly on the forehead. Bed, swol¬ 
len, staring eyes; intolerance of light; dilated or oscillating pu¬ 
pils. Eed halo around the light. Bright red, swollen face. 
Dryness of the mouth, tongue and throat. Burning and throb¬ 
bing in the stomach, with excessive thirst for cold water, Be- 
teution of urine. Menses too early and too profuse. Dry, 
buming lieat with changing pulse. Pain in the back, loins and 
extremities. Intense burning heat -within and without. In 
plethoric individuals. 

Bryonia.— Irritable mental state. Sensation as if sinking 
deep down in bed. Headache from thp occiput down to the neck 
and shoulders, as if head would sjilit, worse from motion. Pain, 
especially in the left eyeball, aggi’avated by motion. Dark red 
puffy face. Great dryness of the mouth and tongue. Thick 
■white or brownish coating on the tongue. Bitter, sour taste. 
Excessive thir.st for large quantities of water. Fullness and 
pressure in the epigastric region. Vertigo or nausea on sitting 
up. Dark, almost bro-wn, scanty urine. Full, hard, rapid pulse. 
Pain in the back, limbs, and abdomen. Worse in warm weather 
after cold days. 

Cadmium siilph.—Vertigo, nausea, pitch-like taste in the 
mouth; salty, rancid eructations. Burning and cutting in the 
stomach; vomiting of sour, yellowish or blackish fluid. Pain in 
the abdomen. Cold sweat on the face. 

Camphor* —Severe and long-lasting chill. Great anxiety and 
restlessness. Pale, anxious expression. Weak, scarcely percep¬ 
tible pulse. Icy coldness of the whole body. Cold, clammy 
sweat. Internal trembling; great prostration. 

Cantharis. —Insensibility. Yellowness of the conjunctiva. 
Suppression or retention of urine. Bloody, turbid, scanty urine. 
Pain in the loins, kidneys and abdomen. Tearing in the limbs; 
cold sweat on the hands and feet. Hemorrhage from the stom¬ 
ach and bowels. Convulsions with dysuric and hydrophobic 
symptoms. ^ 
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Carbo. reg.—Great restlessness; icy coldness of the whole 
body. Pale, greenish-yellow color of the face; hippocratic coun¬ 
tenance. Pressive headache above the eyes. Pupils insensible 
to light. Severe and oft-repeated nosebleed. Diyness and raw¬ 
ness of the tip of the tongue. Sour, ranchl eructations; burning 
and sensitiveness in the epigastrium with vomiting of blooil. 
Flatulence; putrid, cadaverous, involuntary evacuations. Dart 
red, bloody urine. Difficult breathing; desire to be fanned. 
Weak, small, thread-like pulse; cyanosis. Coldness of the 
breath; cold sweat upon the limbs. Ecchymoses. 

Cimicifuga.—Melancholy; fear of death; indifferent. Exces-' 
sire pain behind the right orbit. Delirium, dreams about ne¬ 
groes, devils, etc. Violent pains in neck and back. Excessive 
muscular soreness. Weakness, trembling and spasmodic action 
of the muscles. Obstinate sleeplessness; waking from sleep 
with a start. Alternate tonic and clonic spasms. 

Colocynth, —Dark redness of the face. Colic pains, relieved 
by pressure. Frequent urging to urinate with scanty urination. 
Drawing pain in the right tliigh, down to the knee. Cramp in 
the left calf. Tendency to cramp in all muscles of the body. 
Night sweat smelling like urine. 

t 

Crotalus. —Delirium witli open eyes; utter apathy. Intense 
headache; with red, puffed face. Hemorrhage from all the ori¬ 
fices of the body. Bloody sweat Deep yellow color of tlie whole 
cutaneous surface; ecchymoses. Coldness of the skin. Pulse 
either slow or rapid and scarcely perceptible. Extreme depres¬ 
sion of vital powers. Weak, hoarse, rough voice. Sour, acrid, 
eructations, nausea; bilious or bloody vomiting; bloody, some¬ 
times involuntary stools. Painful retention of urine. 

Cuprum acet.—Anguish with groat restlessness. Convulsive 
and restless movements of the eyes. Blueness of the face and 
lips. Gurgling on swallowing. Excessivemausea; violent vom¬ 
iting; with pressure on the stomach, aggravated by touch and 
motion; bloody vomiting. Spasmodic contraction of the abdom¬ 
inal muscles. Spasms and cramps in the calves. Clonic spasms. 

Eupatorium perf, —Headache, with sore feeling internally. 
Soreness of the eyeballs, with intolerance of light. Nausea 
with retching and vomiting of b^e. Aching pain in the back, 
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as from a bruise. The bones ache as if broken. Trembling and 
nausea from the slightest motion. 

Gel^emiutn. —Dallness of the mental faculties. Vertigo with 
loss of'sight; blurred vision. Fullness of the-head, with heat 
in the face and chilliness. Heavy, dull, besotted expression. 
Thick, yellowish-white coated tongue; difficult deglutition; fetid 
breath. Frequent, soft, almost imperceptible pulse. Trembling 
in all the limbs. Loss of muscular power in the legs. Sleep¬ 
lessness; becomes delirious on falling asleep. 

Hyoscyamiis. —Delirium and restlessness. Picking at the 
bedclothes. Pressing pain in the forehead; undulating sensa¬ 
tion in the brain. Red and sparkling eyes; dilated pupils. Dark 
red bloated face. Retching and vomiting; hiccough; tenderness 
over the epigastrium. Involuntary nocturnal stools; retention 
of urine. Convulsions; sleeplessness from excessive nervous 
excitement; wakes up with a cry. , 

Ipecac, —Paleness and puffiness of the face; blue rings around 
the eyes. Vertigo, with chilliness and pain in the back and limbs. 
Distressing nausea, vomiting, predominance of gastric symptoms. 
Great weakness and anxiety. 

Lachesis.— Nightly delirium; vertigo in the morning on awak¬ 
ing, Headache over the eyes and in the occiput; pressive head¬ 
ache with nausea. Rush of blood to the head with redness of 
the face; bursting pains in the temples. Yellowness of the con¬ 
junctiva; dimness of vision; black flickering before the eyes. 
Tongue, mouth and lips are red, dry and parched. Tongue is 
heavy and trembles when protruded. Neck sensitive to the 
touch. Sour eructations; nausea after drinkng; stomach sensitive 
to pressure. Foaming, almost black urine. Oppression of the 
chest with shortness of breath. Irregular, weak pulse; palpita¬ 
tion of the heart; crami^-like pain in the precordial region. 
Sleepiness with inability to sleep; tossing and moving during 
sleep; symptoms w(»rSe after sleep. Great physical and mental 
exhaustion; attacks of suflbeation. Perspiration at night; the 
sweat stains the linen yellow. The blood is dark and non-coag- 
ulable; small Avounds bleed much, sore spots have a dark red, 
brownish appearance. 

Lycopodium. —Depression of spirits, with great anxiety. Press¬ 
ing or tearing frontal headache^ worse from 4 to 8 p. M. Yellow- 
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ish-gray color of the face. Gums bleed from the slightest touch; 
vesicles on the tongue. Acrid eructations; pressure and heavi¬ 
ness in the stomach; hiccougLu Flatulent distension of the 
abdomeiL Severe backache; fiequent desire to urinate; hem¬ 
orrhage from tlie kidneys and bladder. Shortness of breath, 
especially during sleep; soporous sleep. 

Mercurius* —Great anxiety and re^^tlessness; weakness of 
memory: and moroseness. Vertigo with violent headache; pres- 
sive pain in the left temple. Eyes red, indamed, and sensitive 
to light, especially fire-light. Puffiness of the face; dirty yellow 
skin. Hemorrhage from the gums; fetid odor from the mouth. 
Tongue swollen, coated white, and showing the imprints of the 
teeth; profuse salivatiom K-egion of the liver swollen and sen¬ 
sitive to pressure. Violent thirst, with vomiting of slime and 
bilious matter. Dark red, turbid urine. Weakness and weari¬ 
ness in all the limbs; coldness of the extremities. Glandular 
swellings. Perspiration stains the linen yellow. 

Nux vom. —Extreme sensitiveness to external impressions; 
great anxiety. Headache, with tension in the forehead, worse in 
the morning before opening the eyes. Eyes injected, yellow, and 
watery. Yellowness of the skin; paleness or yellowness of the 
face. Heaviness of the tongue with difficult speech; dryness of 
the mouth; accixmulation of mucus in the throat. Thirst for 
beer or stimulating drinks; tension and fullness in the epigastri¬ 
um; violent hiccough; bitter, sour eructations. Contractions of 
the abdominal muscles; small, slimy, bilious or bloody stools. 
Burning pain in the neck of the bladder, with difficult urination. 
Convulsions; cramps in different parts of the body. 

Phosphorus.—Great indisposition; inability to think; low 
muttering delirium. Dull, pressivefrontal headache; throbbing 
pain in the temples. Face puffy, and of a yellowish hue; blue 
rings around the eyes. Dry, red or black tongue. Constant 
nausea; vomiting of food and of blood, mingled with bile and 
mucus. Oppression and burning in the epigastrium. Hemor¬ 
rhages from various orifices of the body. Hscmaturio. Ecchy- 
moses. Petechiae. 

Rhus tox. —Anxiety with great restlessness; apprehensive, 
with inclination to weep. Talkative delirium, or coma with rat¬ 
tling respiration. Dirty yellow cglor of the skin; sunken face> 
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glassy eyes; dry, red and cracked tongue. Dryness of the throat, 
■with great thirst for cold water or cold milk. Eructations and 
rumbling in the abdomen, causing great distress. Pressure and 
burning in the stomach with nausea and vomiting. Dark, brown 
stools, mixed with blood. Hot, scanty, high-colored urine. Ach¬ 
ing pains in the back and legs; constant restlessness and tossing 
about. Sleeplessness. 

Tartar emet* —Headache as from a band compressing the 
forehead. Eed, or white and pasty tongue. Continuous nausea 
with great anxiety; intense and long-lasting vomiting; absence 
of thirst. Dark, reddish-brown, turbid urine; scanty urination. 
Rapid, weak, trembling pulse. Great weakness, with trembling 
of the whole body. Great sleepiness. 

Terebinthina. —Headache with intense pressure and fullness 
of the head. Tongue red, smooth and glossy. Vomiting of mu¬ 
cus, bile or blood; severe burning pain with excessive distension 
of the abdomen. Griping, pinching colic, with muco-purulent 
stools. Small, weak, thready pulse. Cold, clammy sweat, all 
over the body. Burning, drawing pains in the kidneys, with 
bloody urine. Strangury. Great prostration. 

Veratrum alb. —Anxiety and oppression of spirits. Vertigo 
with cold perspiration on the forehead; coldness and pressure 
on the vertex. Face pale, or yellowish, cold and sunken; hippo- 
•cratic countenance. Eyes dull, yellowish and watery; 8ariH)uiided 
by blue or black rings. Dryness of the mouth and palate; cold¬ 
ness of the tongue; difficult swallowing; hiecougli. Violent, 
forcible, excessive vomiting; vomiting of bile and blood. Great 
thirst, especially for cold water. Thin, blackish or yellowish, 
involuntary stools. Suppression of urine. Difficult respiration, 
with tightness and constriction of the chest. Small, scarcely 
pei’ceptible intermittent pulse. Icy coldness of the hands and 
feet. Extreme weakness and prostration. After over-dosing 
with castor oil. 

Veratrum vir. —Severe frontal headache with vomiting; 
headache proceeding from the nape of the neck. Intense fever, 
with flushed face and convulsive twitchings of the facial mus- 
'cles. Dryness of the mouth and lips; tongue feels as if scalded, 
and is red in the middle and yellow at the edges. Violent nau- 
eea and vomiting with pain in the epigastrium. Cramps of the 
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extremities. Coldness of the whole body. Threatened convul¬ 
sions, especially in children. 

HYGIENIC AND DIETETIC TREATMENT. 

The hygienic ‘and dietetic treatment of yellow fever is almost 
as essential as is the medicinal. The sick-room should be large, 
well lighted and well ventilated. As soon as the first symptoms 
of the disease appear, the patient should be put to bed and kept 
in a state of pe^ect mental and bodily rest. One or two trusty 
friends maybe selected as nurses, but all unnecessary visiting or 
going to and fro in the sick-chamber must be strictly forbidden. 
Platt’s chlorides, thymol or some other disinfectant should be 
sprinkled upon the bed and about the room, several times a day. 

During the first twenty-four hours if the temperature exceeds 
104'' Fahr., the cold bath may be used. After this time frequent 
sponging of the body, under the bedclothes, with whisky and 
water is preferable. In the beginning of the disease the hot 
foot-bath is quieting to the system and may prove advantageous. 
Copious enomata should be administered at the outset, every four 
or six hours, until two or three satisfactory discharges are ob¬ 
tained. Broken ice held in the mouth, will generally allay the 
distressing thirst, and is often very refreshing to the feverish 
patient. An infusion of orange leaves is a standard drink; it 
has a soothing and slightly diaphoretic influence. After the 
third or fourtli day, milk and lime water or chicken broth may 
be given every two or three hours. When the stomach is very 
irritable, rectal alimentation should be resorted to. Daily ene¬ 
mas tend to remove the intestinal flatus and almost always re¬ 
lieve the vomiting. Hot water fomentations are of service when 
pains in the bowels appear, and are excruciating and persistent. 
Lumbar pain and threatened urinary suppression may be re¬ 
lieved by turpentine stupes. Ice-water injections into the rectum 
are sometimes successful in relieving urinary retention, but 
usually this is best accomplished by the use of the catheter. 

Stimulants are always needed in collapse, and in the sinking 
spells of nervous prostration following the disappearance of the 
fever. They may be used on the third day of the disease, or 
earlier if indicated. When called for, tablespoonful doses of 
iced champagne or teaspoonful doses of brandy may be admin¬ 
istered every hour. When the stomach is very irritable, injeo- 
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fcions of beef-tea and brandy must be given. Later, after the 
irritability of the stomach has disappeared, milk-punch, ale or 
porter will prove useful. Indigestible food must be guarded 
against for some time after convalescence api)ears to be fully 
established 



LECTURE X^. 

Cerebro-Si)iiiul Fever. 

Roiliiition.—Cerebro-Bpinnl fever may be defined as a malig¬ 
nant, non-contagious, febrile affection of indefinite duration, due 
to an unknown external specific cause, and assuming a variety <)f 
forms, marked by local manifestations wliicli pertain chiefly to 
the cerebro-spinal axis, usually prevailing in genorfil or limite<l 
epi<leniics. It is characterized by sudden invasion; by intense 
lieadache, uncontrollable vomiting, and painful contraction of 
the post-cervical muscles; by cutajjeous liyperiesthesia, and fre¬ 
quently by a rash mostly herpetic and petecliial; by active de¬ 
lirium alternating witli stupor, or stupor deepening into coma; 
and by bi-lateral deafness, great nervous deiDression and motor 
paralysis. Nearly half the cases die, and mostly from failure of 
the resx)iratory nerve ceufijrs; those who survive three d«ys, have 
a fair chance for recovery. After death, constant lesions of the 
pia muter of the brain and spinal cmxl are found. Relapses are 
common. 

fc^ynonyms.—Epidemic cei’ebro-spinal meningitis. Cerebro- 
S2)inal typhus. Malignant purpuric fever. Petechial fever. 
Sx>otted fever. Congestive fever. Tetanoid fever. 

History.—This disease doubtless prevailed in Europe as early 
as the fourteenth century, but was erroneously described as a 
variety of typhus until shortly after thp beginning of the ijres- 
ent centiiry. The first of the circumscribed epidemics which 
appeared nearly simultaneously in Europe and in the United 
States, started at Geneva, in Switzerland, in 1805, and at Med- 

(223.) 
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field,' Mass., iii 1806. For tea years following this outbreak, it 
prevailed either sporadically or in limited epidemics on both 
continents. In 1822 it appeared in Veaoul, France, and in 1823 
at Middletown, Conn., but was of short duration. Germany was 
visited for the first tiine in the'winter of 1822-23. After a long 
interval tlie fever again appeared in Eiirope in the early part of 
, 1837, and prevailed pvery year thereafter, till 1850, in many 
places, from the Mediter»anean to the Baltic sea. Between 1840' 
and 1850 it was epidetoic in nearly all the states of this country 
from the gulf coast to the Dominion of Canada.^ From 1854 to 
1861, it was epidemic.in Sweden,'and from 1859 to 1860 in Nor¬ 
way. In 1866 a most.-destructive outbreak appeared in England 
and Ireland, lu 1860 the diserase reappeared in this country, 
and prevailed with great intensity among the troops during the 
civil war. A traxisient epidemic occurred in Canada in 1870, and 
it prevailed quite extensively in New^York. Since 1873 it has 
not appeared here as aii epidemic. It has never appeared within 
the tropics. The greatest'n'und^er of epidemics have lasted from 
three to six months. And usually the fatality is in inverse ratio 
to the duration of the epidemic. Cerebro-spinal fever is by na 
means limited to the human vace. On tlie contrary, it frequently 
becomes epidemic among the lower animals. 

• ' t 

Etiology.—The causes of this disease are of two kinds: j>rc- 
disposing and exciting: . 

4 

1. The predisposing causes. —A^e l^eing the most prominent, 
merits first mention ‘ as a'predisposing cause. The fever is by 
far the most cominoia in the first tTC^ decndes of life; the liability 
being greatest’after seven *yekrs of age. The death rate is higher 
during childhOtid than at any other period. After middle life 
there is nearly an immunity. 

The smsons exert-considerable infiVience upon the spread of 
the disease. .Epidemics occur ofteher in the winter and spring 
than during the 'suBtfmer niontfis, and generally low tempera- 
tiEres are lavOrable to the existence and spread of the fever 
poiaon. • f 

Mo^es of-life havfe much to do with the development and 
prevalence of the fev^r. It occurs largely among those who by 
reason pf poverty or other cause, are subjected to privations un¬ 
der unfavorable hygienic conditions. Damp, over-crowded,. 
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badly-veutilated, and unclean habitations, especially favor it. 
Invalids are not particularly predisposed; on the other hand, 
those attacked are frequently healthy and robust. Over-work, 
excitement, mental and bodilj fatigue, combined with irre^pilar- 
ity in eating, renders the system e^remely susceptible. ’ Statis¬ 
tics show that active military life is a powerful causative condi¬ 
tion. 

2. The exciting caiisc^ —The exciting cause of cerebro-spinal 
fever remains as yet unknown,' although it is generally believed 
to be atmospheric. Ziemsson ^speaks, of it as a morbific germ, 
which primarily arises in the human body, and infects healtljy 
neighbors only^when it has undergone a certain, still unknown, 
int)dification by means of cultivation in, suitable intermediate 
individuals. Tiie theory of its pm'ftsitic origin has received 
coiisidei’able impetus from the recent discovery of bacterial 
forms— srhizomgeetf ^—in "the pia mater'after death. Cerebro¬ 
spinal fever is generally believed to be non-contagious. 

« 

Yarieties.—This ‘‘chameleou-lilce disorder,” as Stille has 
iK^eu pleased to term it, admits of classification into the follow'ing 
four varieties:— 

1. The aimillc or ordinary variety, which represents the gen¬ 

eral course of tlie disease, and which will be fully described in 
the clinical history. ^ , 

2. The abortive variety, which occurs.at the height uikI during 

the decline of all epidemicsis characterized by headache, spi¬ 
nal stiffness, malaise, and, as a rule, absence of fever; and rarely 
lasts longer than from five to seven days. ' . 

3. The intermittent variety, which is characterized by inter¬ 
missions and exacerbations, the disease assuming the quotidian 
or tertian type. The intermittcncy frequently lasts for weeks, 
and suddenly terminates either in death or recovery. 

4. The frdminani variety, which occurs wi^h greatest frequency 
at tlie beginning of epidemics, and which generally terminates 
in death within a few hours. In this fatal form of the disease, 
the onset is sudden, usually with a violent, shaking chill. - Im¬ 
mediately, the patient becomes cyanosed, and the skin cold and 
shrunken. There is contraction of the neck, and purpuric ’ 
blotches appear on the surface of the body. The urine is scanty 
and loaded witli albumen. The respirations are slow and labored, 
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and the pulse becsomes rapid and faint. The headache alternates 
with drowsiness, and rapidly gives way to coma and deatii. 

Clinical History.—Cerebro-spinal fever, though occasionally 
Xjreceded by a prodromal stage, of from a few hours to several 
days duration, marked by cliilliness, headache, muscular pains 
and general languor, ordinarily begins abruptly with chilliness 
or a distinct chill, followed immediately by pronounced symp¬ 
toms. In children a convulsion frequently takes the place of 
the chill. The patient at once takes to the bed, is restless and 
complains of violent headache, vertigo, and vomiting, especially 
on rising, with slight nausea. During the intervals of vomiting 
a sensation of depression or faintness in the epigastrium is fre¬ 
quently experienced. The face is usually pale or cyanotic, the 
countenance distressed, tlie conjunctiva injected, and the pupils 
abnormally dilated. Dragging pains are soon experienced in the 
nock, along the spine, and in one or l)oth extremities; and are 
rapidly followed by fmic contraction of the po.sf-ccnnca? muscles. 
At times this muscular contraction extends to the muscles of the 
trunk, abdomen and lower extremities. The patient lies with the 
head drawn back, the spine rigid, straightened—orthotonoS'— 
or curved—sometimes into complete opisthotonos--and with the 
arms, thigljs, and legs flexed. The entire cutaneous surface, but 
more especially the skin of the face, forehead and neck, is ex¬ 
tremely sensitive to touch and pressure. Intense sickening 
neuralgic pains in tlie chest and abdomen frequently occur. 
There is loss of taste, and the tongue is covered with a thin, 
whitish fur; exceptionally it is dry and brownish. In addition, 
there is extreme sensitiveness to light and noise. As the disease 
])rogresses the intense headache alternates with or gives way to 
})assive or active delirium, which in a short time passes into 
coma. 

The fever is atypical and irregular, aud usually reaches its 
maximum—105*" Fahr. to 107° Fahr.—in the first days of the 
disease. The temperature of the extremities is extremely varia¬ 
ble ; more so than in any other affection. The pulse may be 
either normal, rapid, or only moderately quickened. Its remark¬ 
able variation as to frequency and tension is almost characteristic. 
The respirations are at first quickened; later they may become 
intermittent, sighing, and irregular. In fatal cases they may 
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present that alternation of respirations with respiratory pauses, 
known as Cheyne-Stokes respiration. 

After the first few days, herpetic six)t8 are apt to appear upon 
the face, especially along the branches of the fifth pair of nerves; 
while petechial, erythematous and urticarial eruptions are not 
uncommon. The bowels are generally constipated; towards the 
close of the attack, diarrhea and involuntary evacuations may 
occur. All the symptoms develop rapidly, and reach their full 
intensity from the third to the sixth day. After the disease has 
lasted some time the patient may pass into that condition termed 
the lyphoid siate^; a condition usually marked by stupor or re¬ 
mitting delirium, a dry, cracked tongue, sordes on the lips and 
teeth, a small, rapid pulse, and involuntary evacuations. 

If the attack is to terminate fatally, the symptoms of nervous 
•excitation yield to those of depi’ession. The rigidity disappears; 
the pulse becomes rapid, sjnall and scarcely perceptible; and the 
temperature rises to 105° Fahr. or 108° Falu*. The patient 
passes into a state of stupor; convulsive muscular movements or 
paralysis occur; the stux>or dee^jeiis into coma, and death super¬ 
venes. 

In favorable cases, the symptoms of depression are less marked 
and of shorter duration. Early in the disease the vomiting 
censes, the bade and head pains subside; and the rigidity disap¬ 
pears. The strength slowly returns, and the patient enters upon 
a gradual, somewhat protracted convalescence. A recuiTence of 
vertigo and lieaduche, during convalescence, is of serious im- 
l)ort, and, wlien associated with vomiting and convulsions, points 
to the development of hydrocephalus. 

ANALYSIS OF CHART. 

I’he Nervous System. —The cldll which ushers in the attack 
may be nothing more than a chilly sensation; usually it is i)ro- 
nounced, at times violent and oft rei)eatedj and may last from 
one to two hours. In the majority of instances it appears ab¬ 
ruptly, in the evening, during the night, or on rising in the 
morning. 

Headache is one of the earlier and more persistent symptoms 
of the disease. It is generally severe in character, and gives 
rise to great restlessness and anxiety. It may be located in the 
forehead, occiput, temples, or extend over the whole head, and 
is of a beating, boring, stabbing character. As it usually con- 
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CHART X .—Cerebrospinal Fever, 


Nature: 

Epidemic. 

Non-coutogious. 

Varieties: 

Simple: 

Abortive: 

Intermitt¬ 

ent- 

Fulminant: 

Vomiting on ris- 
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Skin: 
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, Purpuric blotches. 
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Behihty. Weakness of memory. Local paralysis. 
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Prognosis: 
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LoBioii; 


Fibrinous or purulent exudation in meshes of oercbro-spinal 

pia mater. 
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tinues throughout the attack, its cessation, unless followed by 
<;oma or collapse, is a most favorable indication. In a largo per¬ 
centage of cases, mental or bodily fatigue will bring on severe 
headiiches long after convalescence has been fully established. 

Vertigo occurs as one of the prodromal symptoms, and is fre- 
quentl}'^ associated with the headache. Recurring during con¬ 
valescence, vertigo and headache, especially when associated 
with vomiting' and convulsions, are of unfavorable omen, as 
indicating the development of hydrocephalus. 

The pupils may be contracted at the outset and dilated at the 
close of an attack; not uufrequently they differ in size. There 
is almost constant photophobia; occasionally, nystagmus and 
transitory strabismus are observed. Conjunctivitis is of fre¬ 
quent occurrence. When it is severe there is marked chemosis, 
with opacity and ulceration of the cornea. At times, in conse¬ 
quence of severe suppurative irido-choroiditis or optic neuritis, 
there is i)erraauent and complete loss of sight. 

The ear sym-jitomSi -which are usually bi-lateral, consist of pain, 
humming and ringing in the ears, followed by partial or com¬ 
plete, temporary or permanent deafness. They are ilue either 
to a catarrhal oi* ]nirulent intlammation of the middle ear, or to 
su}>i)urative iiitlnmniation of the labyrinth. 

Del/riam, often transient, at times alternating with periods of 
stupor, is jnesent in almost all severe cases after the second or 
third day. In mild cases it is slight, and occurs mostlj^ at night; 
in fatal cases it becomes continuous, and finally jjasses into the 
oonia which precedes death. In the Tvorst forms, coma may occur 
witlioiit the intervention of delirium. 

Comnilsions are not infreqtiently met -with in children, replac¬ 
ing the initial chill. They vary in degree from simple nmsoular 
twitchings, to violent epileptiform seizures. If long continued, 
they render the prognosis unfavorable. 

Paralysis, located in tlie muscles of deglutition and articula¬ 
tion, or affecting one or both extremities, occurs in a small pro- 
I>ortion of cases. It usually develops towards the close of the 
disease, and may either disappear in a few days or last for years. 

Stiffness of the neck, caused by contraction of the deep cervi¬ 
cal muscles, is a marked characteristic. It appears mostly be¬ 
tween the second and fifth days, and lingers far into convalescence. 
It varies greatly in degree, from a slight stifhiess noticeable only 
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ivheii attempting to flex the head, to a contraction so great that 
the vertex is drawn down between the shoulders, at almost a 
right angle with the spine. In the worst cases swallowing is 
rendered extremely difficult and painful. In exceptional cases 
this stiffness of the neck may be absent. It is generally regarded 
as a reflex contraction due to inflammation of the pia mater of 
the medulla, and of the i>o8terior columns and roots of the cer¬ 
vical portion of the cord. 

Contraction of the other erector muscles of the spine is present 
in a large proportion of cases, and varies in degree from a mere 
stiffness, and straightening of the spine (orthotonos), to a draw¬ 
ing of the trunk into so distinct an arch that the body rests only 
ui)on the occiput and lieels (opisthotonos). Orthotonos is of 
frequent occurrence, while complete tetanoid opisthotonos and 
pleurosthotonos (unilateral contraction of the spinal muscles) 
are extremely rare. The duration of the contraction is very va¬ 
riable. In favorable cases it disappelars in from a few days to 
two or three weeks; not unfrequently it continues from four to 
six weeks. Trismus has been observed only in patients who are 
dangerously ill and comatose, and is an unfavorable symptom. 
Stiffness and coniraviion of ilia niiiscles of the extremities is 
not uncommoidy pi*esent. 

Fig. 14. 



Attitude of the Patient in Severe Cerebro-spinal Fever (After Smith). 

In consequence of these muscular rigidities the usual attitude 
of the patient in bed (Fig. 14), is with the head drawn back, the 
spine straightened or arched forward, the forearms flexed upon 
the arms, the legs upon the thighs, and the thighs drawn up 
upon the abdomen. 
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Pahis in the spine (rachialgia), neck, loins and legs, occurring 
in exacerbations and remissions, are frequent symptoms. They 
vary considerably in intensity and duration, and are often inten¬ 
sified by attempted movements. Inflammation of the wrist-joints 
is occasionally met with. 

The Cutaneous Surface .—Hypericstheniu of ike skin though 
not a constant symptom, is thoroughly characteristic when pres¬ 
ent. It usually ai)pear8 as early as the second or third day, and 
is most marked on the anterior surface of the lower extremities. 
It is often so severe, that the simple movement of tlie limbs, the 
mere touching of the surface of the body, or even the slightest 
shaking of the bed, will give rise to expressions of pain and 
suffering. 

Cnldiieons enipUom developing symmeirically are oftener 
associated with cerebro-spinal fever, in this country than in Eu¬ 
rope. Of these herpes, qommencing usually about tiie second or 
third day, upon the lips and extending over the face, and at times 
appearing upon the trunk and extremities, is tlie most coiiimon. 

Pefechicc and ccckymoscs are not infrequent maixifestutions. 
When present, they produce a more or less distinct, widely dif¬ 
fused mottling of the whole surface. Other forms of eruption 
occasionally observed are, roseola, erythema, urticaria, erysipe¬ 
las and sudaniina. Sometimes a patient presents three or four 
separate forms of cutaneous eruptions. 

The 'remperature.—The course of the fever is irregular and 
the temperature curve is atypical. It is apt to have attained 
considerable elevation as early as the second or third day. After 
tlie disease has become fully establislied its average range in 
adults is from 100.5° Eahr. to 104° Fahr.; in children it is some¬ 
what hi^er. Exacerbations of pain may cause a rise of two or 
three degrees. In rapidly fatal cases it may reach 107° Fahr. or 
even 110° Fahr., as death approaches. Defervescence, rarely 
•rapid, usually takes place by a gradual fall (lysis); a rapid fall 
almost invariably ushers in collapse and death. The difference 
between the morning and evening temperatures is neither as 
marked nor as constant as in most other fevers. 

Wunderlich distinguishes three special fever courses;— 

1. “ In some very severe and rapidly fatal cases the tempera¬ 
ture, though not invariably very high at the beginning of the 
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disease, reaches very striking heights in the briefest time. It 
remains high, rising even higher at the approach of deatli, till 
in the very moment of deafch it may attain 107.6° Fahr. or more. 
In one of his cases it reached 110.7° Fahr. It may rise some 
tenths of a degree after death. In some fatal cases the temper¬ 
ature may remain very moderate for some time, and rise rapidly 
and with abruptness at the close of life. 

2. “ On the otlier liaiid, relatively mild cases exhibit a fever of 
only short duration, although there are sometimes considerable 
elevations of temi>erature and often an interrupted course. Be- 
covery does not hike place by crisis, but hapx>ens rather with a 
remittent defervescence (lysi.s). Here and there cases occur 
which, after deiervescing and apparently almost recovering, re¬ 
lapse all at once with a rapid rise of temperature and run a 
course like those marked (1). 

J3. “ In contrast with these brief courses of fever with either 
very severe or sliglit character, we lind cases wliicli are more or 
less protracted. The lieight of tlie temperature in these may 
be varied, and indeed exhibit manifold changes in the very same 
case, thoxigh tliis cliiolly depends upon the varied ct^mplications 
W'liicli supervene in the sliajie of bronchial, pulmonary and in¬ 
testinal affections, and affectitms of serous membranes.” 

The Circulatory and Respiratory Systems.—2V/c jm/scis 
extremely variable, and bears no constant relation to either the 
height of the fever, or the gravity of the other symptoms. As 
a rule, especially in children, it rises with the onset of the fever, 
and in fatal cases is often so rapid that it cannot be counted; 
occasionally it remains normal; and but rarely it is retarded. 
Its most constant character is its variations in raf idity. It may 
shf>w a difference of thirty or forty boats in n few Imurs; and 
sometimes even within a few minutes it may vary twenty or 
thirty beats. Continued rapidity is to be regarded as unfavor¬ 
able. 

The respirations sometimes remain undisturbed in mild cases. 
They are usually sigliing, labored and interrupted in grave cases. 
Tne Cheyne-Stokes respiration is supjjosed t-o be due to pressure 
upon, or oedema of the medulla oblongata. Catarrhal affections 
of the upper air passages are not uncommon. 

The Digestive Tract.—The tongue is moist and coated with 
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a whitish fur at the beginning of the fever and during deferves¬ 
cence. At the height of the disease it may become dry and 
brown. The teeth and lips are frequently covered with sordes. 
Vomiting is an early and frequently recurring symphnn. It 
may occur without previous nausea, and is excited by movement, 
I)articularly by rising. Thirst and anorexia are strongly marked. 
Constipation is the rule. Jaundice is present in a small number 
of cases. Parotitis is considered n possible, but infrequent ac¬ 
cident of the disease. 

- The urine is increased in quantity and loaded with urates; 
occasionally it contains a moderate amount ot albumen. Polyu¬ 
ria is frequently observed, especially in children. 

Complications and Sequels, —The complications of cerebro¬ 
spinal fever vary in different epidemics, and at different stages 
of tiie same epidemic. The most frequent are: catai’rlial and 
croupous pneumonia, bronaiiial catarrh, pleuritis, endo-carditis, 
peri-carditis, intestinal catarrh, choroiditis unth consecutive de- 
tacliment (if the retina, and purulent inflammation of the laby¬ 
rinth and tymj>anum. The more important sequels are: deafness, 
derangements of vision, general debility, boils and carbuncles, 
paralysis, weakness of memory, and chronic Iiydrocojdialus. 

Morbid Anatomy, —Tlie lesions of ccrebro-spinal fever, which 
are due in part to the direct action of the morbific agent upon 
the blood, and in part to tlie inflammation, are quite constant 
and vary only in the degree of their development. The hlood 
contains more fibrin tlian normal, the amount varying acconling 
to the extent of the inflammation. In malignant cases it is 
usually (hirk and fluid, and contains a few dark and soft clots. 
Bubbles of gas have been observed occasionally in the large 
vessels and in tlie cavities of the heart, a few hours after deatli. 
I’he heart is often flabby, and exhibits changes due to granular 
degeneration. The pericardium is sometimes inflamed, and cov¬ 
ered -with a purulent exudation; recojit endocarditis is rarely 
observed. The hmgs, in a certain i)roportion of cases, exhibit 
changes, such as hyperjnmia, oedema, patches of atelectasis as a 
result of capillary bronchitis, and iiitiltrations of catarrhal and 
less frequently of croupous pneumonia. Serous transudatioiis, 
sometimes blood-stained, occasionally occur in the pleural and 
other serous cavities. 
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The brain and the meninges are intensely congested in cases 
•which are speedily fatal. The cranial sinuses are engorged with 
dark fluid blood, containing soft post-mortem clots, or firm 
thrombi- The arachnoid membrane may remain imchanged in 
rapidly progressing cases; it may appear hyjjerajmic and blood¬ 
stained, or dry, lustreless and opaque; occasionally, as after pro¬ 
longed illness, it becomes rough and thickened. The pia maicr'^ 
which is the seat of the primary inflammation, is for the first 
few hours hypenemic and adherent to the surface of the brain. 
After the second or third day, a yellowish or greenish, butter¬ 
like exudation, consisting mainly of fibrin, mucine, pus-cells and 
free granules, and varying from one to four lines in thickness, is 
found to occupy the sub-arachnoid space. The exudation is most 
abundant in tlie fissures and depressions along the course of the 
vessels, upon and around the optic commissure, and also ujwn the 
perns and mediilla oblongata. In cases of great severity the ex¬ 
udation of fibrin and pus may occur over nearly every part of 
the cerebral surface. The amount of serous exudation varies 
greatly in different cases; it may be so small as to scarcely at¬ 
tract attention; or it maybe so large, in children, as to cause the 
head to present all the* appearances of ordinary congenital hy¬ 
drocephalus. The 6mm is frequently congested, and 

localized cerebral softening is not uncommon. The ventricles, 
especially in protracted cases, are found to contain more or less 
turbid serum, and at times pus. The membranes of the cord 
present changes similar to those of the meninges of the brain. 
The pia mater is roughened and thickened, and is intimately ad¬ 
herent to the cord. The exudation appears first as cloudy serum, 
then as bands of fibriiio-pus, and lastly as thick layers of pus. 
It is seated mostly on the posterior surface of the cord, and is 
most abundant in the lumbar region. The substance of the cord 
may present changes similar to those observed in the encepha¬ 
lon, such as liyperfemia, serous infiltration, and softening. 

The muscles^ especnally those extending along the spinal col¬ 
umn, are fijund to have undergone granular degeneration. The 
kidneijs are, as a rule, congested; at times the tubules are 

*Tlie changes in the pia mater may possibly be due to certain schizomyceteSy 
which finding in it their necessary nourishment, cause by their development 
and growth such chemical changes that the walls of the caxallaries of the pin 
become altered in structure. 
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blocked with fat granules and fibrinous casts. Emaciation is 
strongly marked, efepeciaily in protracted cases. PoaUmoriem 
rigidity is usually marked and of long duration. The skin dis¬ 
plays herpetic crusts and petechial stains; more or less extensive 
and deep discolorations of the dependent parts of the body rap¬ 
idly appear. 

Differential Diagnosis. —The diagnosis of cerebro-spinal fe¬ 
ver is usually attended with but little difficulty during the prev¬ 
alence of epidemics. It is, however, far from easy when sporadic 
cases occur, either within the limits, or at the beginning of an 
epidemic, or when very young infants are attacked, or when it 
develops as an intercurrent affection in the course of other 
acute diseases such as croupous pneumonia and typhoid fever. 
Of diagnostic importance are, early in the disease, the sudden 
onset of the symptoms, the headache, the vomiting, the pains in the 
neckj spine and calves of the legs, the stiffness of the cervical and 
spinal muscles, the retraefion of the head, and the general cuta¬ 
neous hypersBsthesia; and later, the herpes, the restlessness and 
delirium, the tetanic spasms, the irregular temperature and the 
variable pulse. 

It may be simulated by tuberculous basilar meningitis, typhus 
fever, typhoid fever, scarlet fever, pernicious fever, masked 
small-pox and tetanus. 

Tuberculous basilar meningitis is distinguished by its gradual 
approach, and slow course, and by its generally appearing in 
patients of a scrofulous or tuberculous diathesis. It presents no 
characteristic cutaneous eruption; but when the finger is drawn 
across the skin of the forehead it leaves a vivid red mark. The 
delirium is usually transitory, and there may be slight temporary 
paralysis as shown in imperfect co-ordination of muscular mt^ve- 
ments, but no tetanic spasms. The paralysis may affect the op¬ 
tic commisure and oculo-motor tracts. Ophthalmoscopic ex¬ 
amination will reveal, more especially when general tubercular 
disease exists, tubercles of the choroid with neuro-retinitis. 
When tubercular meningitis attacks the convexity there is a con¬ 
stant convulsive condition, moderate force, and very variable 
pulse. ^ 

Typhus fever and typhoid fever present well-marked points 
of contrast with cerebrospinal fever, which, for the purposes of 
differentiation, may be arranged in tabular form as follows:— 
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TYPHUS FEVER. 


[CEREBRO-SPIKAL FKVEU 


TYPHOID FEVER. 


An epidemic disease. 

Highly contagious. 

Onset sudden. 

Occurs at all ages. 

Occurs at all seasons. 

Duration, about 14 days. 

Defervescence, critical o 
by rapid lysis. 

Relapses, rare. 

Countenance, dusky-red. 

Pupils equal and con 
tracted 

Strabisuius rare. 

Deafness seldom jicrma 
mnit 

Skin emits an ammonuu-n 
odor. 


A pandemic disease. An endemic dise^e. 
Non-contagious. Non-cootagious. 

Onset sudden lOnsct insidious. 

More in young persons. iMorc in early adult life. 
Occurs generally in winter. lOccurs mostly in autumn. 
Duration, indefinite; nsu- Duration froiuS to 4weeks, 
ally from 4 to 7 days 

Kemittent defervescence, Defervescencebyprolonged 

lysis. 

Itelapses, common. Relapses, occasionally. 

|Couuteuancc, usually palejCountenauce, pale or pur¬ 
er cyanotic plish-red. 

I>ui>ils unequal. Pupils equal, often dilated. 

Strabismus common Strabismus absent. 

Deufne.ss often permanent. Deafness occasionally per¬ 
sistent. 

jSkin has no peculiar^odor. |Skin has a musty odor. 
ICutaneous hypenesthesia. 


Mulberry rash, rarely ab- Kruptious variou.s; mostly Rose-rash^ seldom absent, 
sent. herpeiir and pelvchiaL 

Appears on fith or 6th day Appeals on 1st. or 2d day Aiipears on 7th to 9th day. 

Eccbynioscs, rare. Eccbyinosc.s, common. Ecciiymoses, rare. 

Headache, dull or heavy. Headache, acute and ago-Headache, dull 

nizing 

Delirium rarely absent. iDcliriuin often absent. Bo- Jerobral symptoms ap- 
Begins at end of first gins ou first or second prouch gradually, 
week. day. 

Temperature range, typi- "I'empcratiiro fluctuatiug|Teinpcrature range, typi¬ 
cal, and atypical. cal. 

Pulse, soft; 100 to 140. Pulse variable, frequently Pulse, 100 to 140. 

slow. 

Vomiting, rare. iiliou.s vomiting a con- Vomiting, occasioual. 

staut symptom. 

Tetanic spasms absent. Tetanic spasms* frequent. Tetanic spasms rare. 

I’uins, dull and muscular. Pains sharp, lancinatingjPains, dull and moscular. 

aud neuralgic in charac¬ 
ter, in spine and extrem-| 
itics. 

Emaciation slight. ’Emaciation marked. Imaciation great. 

Blood never fibrinous. Blood highly fibrinous^ Blood rarely fibrinous. 

No constant lesions. Constant lesions of the cer-l ’onstant lesions of ileum 

ebro-spinal pin mater. and mesenteric glands. 

Mortality, 15 to50 percentlMortality 20 to75 per cent.jMortality 16 to 20 per cent. 
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Scarlet fever in the early hours of invasion, present many 
of the initial symptoms of cerebro-spinal fever. The early red¬ 
ness of the middle of the soft palate, and the rapid appearance 
of the scarlatinal rash, will usually enable the diagnosis to be 
made with certainty. 

Pernicious fever may be confounded with the fulminant vari¬ 
ety, or with either ot the other varieties as they approach con¬ 
valescence. The main points of difference may be summarized 
as follows:— 


CJiltEBBO-SPINAL FEVER. 


PERNICIOUS FEVER. 


A pandemic disease. 

Chiefly among children. 

Occurs moslly in winter. 

Inceptive chill appears suddenly; usu¬ 
ally without pnxlromes. 

Paco pale or cynnotic. 

Eruption on Hist or second day. • 

The fever rise shows marked irregular¬ 
ity. 

Constipation the rule. 

Muscular contractions the rule. 

Blood highly fibrinous; absence of pig¬ 
ment. 

Spleen slightly enlarged. 


An endemic disease. 

Common to all ages. 

Occurs moslly in spring and fall. 

Initial chill, usually preceded by an 
iiifermittcnt fever paroxysm. 

Complexion sallow. 

No emptioii. 

The fever rise shows marked periodic¬ 
ity. 

At times diarrhoea. 

.Muscular contractions rare. 

(Uood ].acks librin, but contains free 
pigment. 

Spleen enlarged and softened. 


Masked sm-all-poXy which at times resembles this disease, may 
be recognized by the absence of tetanic spasms of tJie post-cer¬ 
vical muscles. True ieianus is distinguished by the absence of 
epidemic influence, by the history of the case, by the absence of 
fever, and by the clearness of the mental faculties. 


Prognosis.—The prognosis can never be made with certainty, 
as the course of the disease is extremely variable. The abortive 
and fulminant varieties run a* rapid course, and terminate in 
from one to five days. The simple and intermittent varieties 
may run their course in from one to two weeks or they may last 
for months. As a rule, the first week is the period of greatest 
danger. The usual termination in fulminant cases is death. A 
steady amelioration of all symptoms within the first or second 
week, in mild or moderately severe cases, renders a favorable 
prognosis possible. Unfavorable symptoms are: intense excite¬ 
ment, early appearance of symptoms of depression, return of 
tho vomiting, intense headache, deep and persistent coma, ex- 
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tensive petechife, recurring convulsions, and irregular respira¬ 
tion. Relapses are not infrequent, and often prove fatal. 

The ratio of mortality varies greatly in different epidemics, 
but averages about forty per cent. In the majority of cases, 
death takes jilace by failure of the respiratory nerve-centers. 



LECTURE XVL 

Cerebro-spiiial Fever.—( continued. ) 

TREATMENT. 

Prophylaxis.—Statistics show tliat cerebro-spinal fever ap¬ 
pears most frequently, assumes, as a rule, its worst form, and 
numbers its largest percentage of victims where sanitary re¬ 
quirements are most neglected. Attention should, therefore, 
be given to proper sewerage and drainage, and to the prompt 
removal of all refuse and decaying matter from the streets and 
dwelling places. During an epidemic, unusual mental and bod¬ 
ily fatigue, and all irregularities in the mode of life, should be 
strictly avoided. Argenlvninii. is recommended as a preventive 
for the simple variety and arseniaie of quinine for the intermit¬ 
tent form. 

Principal Ileniedios.—The remedies tliat oftenest claim atten. 
tiou at the outset of an attack, are veratrum vir., gelsemium, 
belladonna and solanum nigrum. 

Veratrum vir. is adapted to severe cases, and more especially 
when there is intense brain congestion with nausea and vomiting, 
a hard, full, bounding pulse, and marked opisthotonos. Qelsem- 
ium is indicated in mild cases, and such as are attended by a 
lesser degree of inflammation of the meninges. The pulse is usu¬ 
ally quick, full and soft, the headache is heavy in character, and is 
located mainly in the occipital region. Belladonna may bo em¬ 
ployed when there is more or less active delirium, with redness 
of tlie face and eyes, and alternately contracted or dilated pupils. 
Solanum niy. takes the place of bell, when spasms and convul- 

1639 .) 
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sions mark tho onset of the disease. Rhus iox, will be needed 

4 

when a typhoid state supervenes, and especially when the ciita- 
neous eruptions are of a multiform character. In the last stages 
when there is a tendency to coma, opium should be given. 

For tlie intermittent variety in the first stages, cedron, araeniaie 
of fpiiniue and the picrate of ammonia are important remedies. 
When the typhoid state is ejigrafted on this variety, and there is 
great restlessness and extreme prostration, arsenicum alb. will 
be needed. 

In fulminant cases, where the chill is prolonged and there 
seems to be no power ’ of reaction, camphor should be given. 

Crotalns may at times render valuable service in these cases, 
particularly when the petechial phenomena are prominent. Se- 
calc is a noteworthy remedy for the internal congestion, the con¬ 
vulsive shocks and the tetanic phenomena. 

Verat. alb, or mix vom. may be needed for the electric-shock¬ 
like pains in the abdomen and extremities. Cicuia for tonic 
spasms of nil the muscles of the body, with gastralgia and vio¬ 
lent vomiting. Cimiciffiija when spasms and obstinate vomiting 
continue after the acute symptoms subside. Digitalis when the 
hearths action is irregular niid lal)ored, and the urine is dimin¬ 
ished in quantity. Physosiigma when there is contraction of 
the pupils, with a tumultuous, irregular and feeble heart, tetanic 
rigidity, and retraction of the head. 

Bapiisia may be administered as an intercurrent remedy in 
the typhoid state, when general paralysis threatens, tho excre¬ 
tions become offensive, and the blood rapidly tends to disorgan¬ 
ize. Hcllehorus is .called for when there are indications of serous 
effusion, and when the phenomena of paralysis have become 
complete, Ignatia and cminuhis ind. deserve attention when 
there are hysterical symptoms or complications. Phosphorus 
must be employed when pneumonic complications exist, and when 
there are extensive pctechise.. 

During convalescence, zincum or anacardium for weakness of 
memory; or CMprwm for paralysisand silicea or sul¬ 

phur for deafness, may be needed. 

Leading Indications*—Aconite. —During or after the chill. 
Dryness of the skin, with restlessness and great thirst. A quick, 
hard, snarp pulse (belt). Tearing in the nape of the nec^;. 
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stiifiioss of tlie back (rhus). Despairing mood and fear of 
death {ars.). In plethoric individuals. 

Jilthusa eyn. —Vertigo with a tendency to stupor and coma; 
ob.stinnte vomiting. Tearing, lancinating, beating pains in the 
occiput, extending all over the head. Face pale ami collapsed; 
eyes staring; pupils dilated and insensible to light (htfoif .). Epi¬ 
leptiform convulsions. During dentition. 

Agariciis muse. —Vertigo; great weight in the occiput; the 
liead constantly falls backAvard. Great weight in the forehead 
and teinph's with delirium and ct.)ina. Twitching of the eye¬ 
lids and eyeballs. Twitchings of the facial muscles; j^ainful 
sensitiveness of the scalp. Stiffness ajid sensitiveness of the 
jiHpo of the ]ieck and spine. Violent, burning, shooting pains 
deep in the spine. Paralysis of the upper and lower limbs. 

Aiiiinoniuni carb.—Opj[)res8ive fullness in the forelieud and 
vertex, as if the head would burst, liinging in the ears; swell¬ 
ing of the parotids {mrr<\). Painful stiffness of the neck and 
small of the back. AVeak, nervous individuals and scrofulous 
children 

Auacardiiim. —Loss of memory; weakness of all the senses 
(j^hos. acid, zi)tcniu). Dull pressure aswifcli a plug on the left 
side of the A'ertex. Cramps in tlxe calves when walking; knees 
feel paralyzed. Hypochondriasis (hj(u). 

Apis mel. —Headache with vertigo; brain feels tired; burning 
and throbbing in the liead, relieved by pressuie. Sopor inter¬ 
rupted by piercing shrieks hyos.). Stiffness in the back 

of the neck; inability to hold up the head. (Edematous swelling 
of the face (ars.). Sunken, half-closed eyes. Stinging, slioot- 
ing pains all over; hypermsthesia of the surface; soreness of the 
abdominal Avails. Grating of the teeth. Scanty urination (nco.). 
Hurried, difficult respiration. Variablf^ and intermittent pulse. 
Convulsions. 

Apocynum canii. —Hydrocephalus; open-sutures; projecting 
forehead. Constant, involuntary movement of one arm and leg. 
Sight of one eye totally lost. Great irritability of the stomach 
with distressing vomiting. Suppression of urine {hyos,)^ 

Argentum nit. —Violent headache with vertigo. Digging, 
cutting pains from the occiput to the frontal protuberance. 
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Painful fullness and heaviness in the head. Intolerance of 
light; clouds before the eyes; double vision {helL), Soporous 
sleep, with constant murmuring. Pale, bluish, sunken face. 
Tender, easily bleeding gums {nit acid). Irresistible desire for 
sweets {kali carh., opp. nit acid). Violent cardialgia with 
griping and burning. Stools and mine pass unconsciously. Ir¬ 
regular, intermittent pulse. Tremulous weakness. Bluish-black 
eruption. Epilepti form convulsions. 

Arnica. —Stupid, apathetic state {phos. acid). Pressive 
headaclie, as if distended. Sticking xjuins in the temjde and 
forehead. Great heat in the head with coldness of the body. 
Weakness of the cervical muscles; cervical vertebrm very sensi¬ 
tive to touch and pressure. Soreness in all the limbs {rims) as 
if bruised. Great sinking of strength. Ecchymosed spots on 
the skin. 

Arseiiicnni alb.—Great restlessness, fear and anguish {aco¬ 
nite). Intense headache with vertigo and humming in the ears. 
Sensation as if the brain beat against the skull, during motion. 
Excessive photophobia. Stiffness of the nape of the neck and 
spine. Deathly color of the face. Grinding of the teeth during 
sleep {holt, Judt). Dryness of tlie mouth; tongue dry, brown 
and trembling {lack.). Difficult breathing, with great nnguish; 
irregular, quick, weak pulse. Crami)s in the calves. Epileptic 
convulsions. Petechi®. Great weakness and prostration. 

Baptisia. —Frontal headache with pressure at the root of the 
nose {aconite). Bruised and painful feeling at the base of the 
brain and upper part of the spinal cord, worse on stooping. 
Stiffness and lamenegs of the cervical muscles. Bestless, toss¬ 
ing about, rolling of the head fron one side to another. Constant 
biting of the fiiigers, and moving of the feet, while unconscious. 
Vertigo, with wandering pains in the limbs. Stiffness and lame¬ 
ness all over the body {arnica). Sensitiveness of the stomach 
to jjressure {bry.); sinking gpne feeling in the epigastrium {hyd., 
ign.). Urticarial eruption {apis). 

Belladoniitt. —Vertigo, on sitting up thming over in bed, 
with nausea and vomiting {bry., jnils.). Alternate paleness and 
redness of the face (oco.). Stupefaction with head congestion, 
with dilated pupils ( hyos. ); double vision, rolling and squinting 
of the eyes. Great intolerance of light (opp. siram.). Violent 
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throbbing pain extending from the neck into the head {aconite, 
glon.). Jerking headache, with inclination to bend the head 
backward. Great soreness and stif&iess of the neck. Shooting 
and gnawing pains in the spine and extremities. Drowsiness, 
yet inability to sleep ( loch .). Kestless sleep with frequent start¬ 
ings {hyos., opium). Spasmodic distortions of the face and lips. 
Delirium, with grinding of the teeth and inclination to bite. 
Nausea with cutting, gnawing pain in the stomach. General 
hyperiesthesia {coffea). Retention of urine or involuntary mic¬ 
turition. Coldness of the extremities with heat of the head. 
During dentition; and in young, full-blooded individuals. 

Bryonia.—Extremely irritable {cliam .). Vertigo on sitting up 
in bed {aco.. puls.). Splitting headache, worse from motion, 
and on opening the eyes, especially in the morning. Tearing 
pain in tiie right side of the head {hvlL, opp. aco.). Daik red 
face, suddenly changing color. Chewing motions during sleep. 
Child cries wlion taken up or moved. Drowsy sleep {rhns). 
Vivid, frightful dreams. Pressive pain in tiie occii>ut, drawing 
down into the neck, with stiffness. Pain in the back and limbs, 
as if bruised {(tm.). Loss of appetite; soreness of the stomach 
{bell.). Tongue thickly coated white or else dry and brownish. 
Hasty, impetuous drinking and swallowdng; desire for large 
quantities of water. Dysuria; constipation. Dry, burning heat 
all over, especially in the head. 

Camphor.—Great anxiety and extreme restlessness {ars.). 
Vertigo with heaviness of the head, and constriction at the base 
of the brain. Throbbing in the cerebellum. Deadly paleness 
of the face. Severe chill with coldness of the face, toSgue, lips ^ 
and extremities. Icy coldness of the whole body. Sudden and 
great sinking of strengtli (ars.). Violent cramps in the stomach 
and limbs. Suffocative dyspnoea. Small, weak, slow pulse. Ri¬ 
gidity of the limbs, clinching of the teeth, and retraction of the 
hefid. Tetanic spasms; epileptiform convulsions. 

Cannabis ind.—Vertigo on rising, with stunning pain in the 
occiput. Violent shocks through the brain. Involuntary move¬ 
ments of the head. Dilatation of the pupils with sensitiveness 
to light ( hell ,). Extreme sensitiv^ess to noise. Paleness of 
face. Suffocative dyspnoea. Irregular, feeble iWse. Hysteri- 
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cal symptoma; onaprostliotonos with loss of consciousness. Hal¬ 
lucinations. 

('autharis.—Anxious restlessness; great mental activity. Am¬ 
orous frenzy. Dysuria, or retention and suppression of urine. 
Violent burning and lacerating pain in the occiimt. Stiffness of 
the neck, with tearing, lancinating pains extending up into the 
head. Oppression of the chest. Toariiig in the limbs, relieved 
by rubbing. Over-sensitiveness of the whole body. Albumi¬ 
nous urine. 

Cicuta vir.—Vertigo, with jerking and twitching of the head. 
8evere occipital headaclie. Tonic spasms of the cervical mus¬ 
cles ; retraction of the heati. Pupils dilated and insensible ( bell .) 
double vision (liyos.). Deafness. Grinding of the teeth (conr... 
Jerking of the eyeballs and facial muscles; spasmodic 
distortion of the limbs; opisthotonos. Tonic spasms renewed 
from tlie slightest touch or noise. Convulsions with screaming. 
Violent hiccough. Clenching of the teeth; inability to swallow. 
Dyspnoea. Gastralgia with vomiting and painful distension of 
the abdomen. Great agitation. 

Ciniieifnga.—Intense pain in the head; brain feels too large 
(wT/a:) Pain at the base of the brain and along the spine. Sen¬ 
sitiveness of the spine. Stiffness and retraction of the muscles 
of the neck and back. Intense aching pain in the eyeballs (6r//.). 
Redness of the fauces and palate. Circumscribed or diffused 
muscular soreness {am.). Great sensitiveness of the skin. 
Profuse, general perspiration; creeping chills down the back. 
Alternate tonic and clonic spasms. Obstinate sleeplessness 
{cqff,^ op^tim). Delirium resembling delirium tremens (digit);. 
sees cats and dogs, fear of death (aconife). 

I 

CocculuS-—Vertigo with inclination to vomit on rising (bry.). 
Headache us if the eyes would be torn out. Violent pains in 
the forehead; convulsive trembling of the head. Pale, sallow, 
bloated face. Hardness of hearing; noise in the ears like the 
rushing of waters (theridion). Swelling and induration of the 
sub-maxillary glands (me^^c.). Violent cramp of the stomach 
(coloc.). Spasmodic oppression of the chest; heavy, laborious 
respiration. Weakness of cervical muscles, with inability to 
support the head. Painful stiffness of the neck. Vivid, fearful 
•dreams; fainting fits, hysterical and epileptiform convulsions. 
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Miliary cutaneous eruptions. Trembling of all the limbs (igv,). 
Paralysis. 

('retains*—Intense headache; pain as from a blow on the oc¬ 
ciput. Delirium with open eyes. Extreme pallor of the face; 
anxiety and dyspnoea. Pain in the epigastrium; unquenchable 
thirst; faintness and vomiting. Pain in the extremities. Ecchy- 
moses; convulsions; paralysis. 

Cuprum.—Anguish with great restlessness and tossing about 
(firs.), Afraid of falling; clings tightly to the nurse. Bruised 
feeling deep in the brain, and in the orbits on turning the eyes 
ifjels., hell.). Convulsive motions of the eyes {gels.). Stupor, 
with twitching and jerking of the limbs. Coldness of the hands; 
bluish appearance of the fingers. Deep, sunken eyes, with blue 
rings around them. Spasmodic distortions of the face; the 
tongue is alternately protruded and withdrawn, with great rapid¬ 
ity. Violent intermittent eontractive pains in the stomach; ten- 
dernes.s of the abdomen. Painful contraction of the chest, 
especially after drinking; dyspnoea. Clonic spasms; epilepti¬ 
form convulsions. Herpetic eruption. In children during den¬ 
tition. 

Digitalis.—Great pressure and weiglit in the head; severe 
lancinating pains in the veiiex and occiput, Stui)or with dila- 
tati<.>n of the pupils. Stiffness of the cervical muscles. Tearing, 
cutting pains in the nape of the neck. Inability to support the 
head from weakness of the cervical muscles. Sleep with sudden, 
cracking noises in the head, freqvient startings and dreams of 
falling. DeatJdy nausea; convulsive efforts at vomiting {iart. 
enwl.). Vomiting with coldness; jirostration; faintness: sensi¬ 
tiveness in the epigastrium. Extremely slow pulse {cann. ind.\ 
at times intermittent and irregjilar. Peeble, irregular, and la¬ 
bored action of the heart. Irregular, difficult and sighing res¬ 
piration. 

Oelseniium.—Brain feels as if bruised {cnpi.,liell.). Dull¬ 
ness of the mental faculties (ha/i/.); feels as if intoxicated. 
Great exhaustion and drowsiness. Heat of the head with icy 
cold hands and feet. Feeling ns of a band around the head, 
above the ears {mere.). Convulsite movements during sleep. 
Itching of the head, face and neck. Paralysis of the eyelids. 
Double vision; dilated pupils. Nausea and vomiting, with weak. 
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scarcely perceptible pulse. Feeble, labored respiration. Trem¬ 
bling and complete loss of muscular power. Inability to direct 
the movements of the limba Neuralgic and rlieumatic pj^ins in 
the extremities (hry., cim.y r/ms). Yellowish-white coating on 
the tongue; dysphagia. Sweating relieves (opp. were.). In 
children and nervous people. 

Glonoine.—Congestion of the head with a sense of expansion. 
Fullness and pulsation in the head (he^Z.), Undulating, wave¬ 
like motion in the brain {hyos .). Pain along the whole length of 
the spine. Pains ascend from the chest and neck to the occiput. 
Optical illusions; eyes injected and rolled upwards; pupils di¬ 
lated {bell.). Blindness with faintness and nausea. Bluish 
2 )allor under the eyes. Deafness with ringing in the ears. Al¬ 
ternating redness and paleness of the face. Nausea and vomit¬ 
ing with headache. Pulse mostly accelerated; often rises and 
falls, alternately. Sudden spasms. 

Helleboriis. —Vertigo. Stupefaction with sensation of sore¬ 
ness in the back part of the head, as if bruised. Boring of 
head in pillow (ap^s). Face, pale and oedematous. Frequent 
rubbing of the nose {cina). Constant chewing motions (fo?*//.); 
grating of the teeth {hyos.). Drinks cold water hurriedly; rolls 
the tongue from side to side. Automatic motion of the arm and 
leg on one side. C'!onvulsive movements of the muscles {civpi\)^ 
Soporous sleep with screaming and starting. Nausea with vom¬ 
iting of green mucus {ipecac). Urine scanty and dark, with a 
sediment like coffee-grounds. Rapid, small, tremulous pulse. 
Hydrocephalus. In scrofulous children; during dentition. 

Hyoscyamiis-—Pressive, stupefying headache. Undulating 
sensation in the brain igloii.). Violent pains in the head alter¬ 
nating with pains in the nape^ of the neck. Pressure in tJit> 
vertex and drawing in the nape of the neck, when turning the 
head. Sensation as if the brain were shaken and loose {hell.). 
Startings from fright {gels.); grinding of teeth {hell.). Dim¬ 
ness of vision, paralysis of tlie tongue; constriction of the 
throat. Inability to swallow fluids (fee/Z., a/mw.). Involuntary 
stools and urine, or else retention. Stiffness of the cervical 
muscles.' Convulsive jerks ol muscles {hell.). Stiffness of the 
arms and legs; jerking of the hands and feet. Rigidity. Spasms 
of the chest, with arrest of breathing. Small, quick, intermit- 
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tent pulse. Cutaneous hyperrosthesia. Epileptiform coiivulsious. 

l^iiatia.—Changeable disposition; alternate gaiety and tears 
(%os.). Pressing headache, as from a nail, from within to with¬ 
out. Jerking headache, aggravated by raising the eyes. Con¬ 
vulsive movements of the eyes and lids. Twitching of the 
muscles of tlie face. Si)asm<jdic constriction of the chest; fre- 
(pient sighing. Throbbing in the abdomen {aloes). Stiffness of 
the nape of the neck {kali carb., kick.). Convulsive jerking of 
the arms and legs {siram. ). Over-sensitiveness to pain {coffea )\ 
hysteria. Violent pain iji small spots, only discovered ou hjucii- 
ing them. Convulsions. During dentition; or after fright or 
grief. 

Lachosis. -Pressivo headache, over the eyes and in the occi¬ 
put Pains extend from the head to the nock and shoulders; 
heaviness in the occiput with vertigo. Stiffness of the nape of 
the neck {rhus). Pricking, pulsating, tear’iug pains. Ci*H*np- 
like jjain in the priecordial region, with irregular action of the 
heart Opi)ressiou of the chest. Difficult speech; tongue trein- 
bJ os when protruded, or catches bchiinl the teeth. Solids swal¬ 
low better than liqukls. Cannot bear the clothing tight around 
the waist (opp. nii. avid). Miliary eruption. 

LiUirocerasiis. -Stupefying pain in the liead; brain feels as 
if loose. Twitching and convulsions of the facial muscles 
{clcnia). Difficult deglutition {siram. ). Lock-jaw {hyos.). 
Spasmtxlic oppression of the chest Irregular beating of the 
heart, with slow pulse {diy.). Stiffness in the nape of the nock 
and small of the back. Stinging, tearii^g in tlio extremities. 
Papid sinking of the vital forces (ca7npho/\ ve?’af.). 

Lycopodium.—Dread of being alone. Stupefying lieada<rhe, 
extending down the neck, -w^rse from 4 to 8 r. M. Pressive 
headache in the vertex {7iiLr). Stiffness of the neck; tensive 
pain in the neck and occiput. Drowsiness, with loud screams 
during sleep; ill-humor after sleep. Over-seiisitiveness of hear¬ 
ing with roaring in the ears {ca7in. tnd.'). Over-sensitive smell; 
fan-like motion of the nostrils. Pendulum-like motion of the 
tongue, which is swollen. Sinking of the lower jaw {opium, nux, 
mur. acid). Yellowish-gray color of the face («rs.); blue rings 
around the eyes. Tension in the abdomen and chest as from a 
hoop {cnct). Burning pains between the shoulders {jyhos.). 
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Drawing, tearing in the limbs at night (mere.). Numbness and 
twitching through the body and limbs. Pneumonic complica¬ 
tions (phos.), 

Nux voni.—Drawing, tearing, jerking pains in the head, from 
the orbit to the occiput. Shocks, starting suddenly from one 
portion of the brain, with numbness and drawing in the limbs. 
Sensatioii as from a bruise in the back of the head. Over-sen¬ 
sitiveness to external impressions. Heaviness and stiffness in 
the neck. Tearing pain in the nape of the neck and back (puls,). 
Stitches through the body in jerks. Paleness of the face; 
twitching of the facial muscles. Straining to vomit, first water, 
then food (opp. ijyecac). Opisthotonos with unconsciousness. 
Convulsions renewed by the slightest touch {siram,). 

Opium.—Stupefaction with half-open eyes; deep, slow, snor¬ 
ing respiration. Stupid sleeplessness with frightful dreams. 
The occiput feels as heavy as lead; the liead falls back, con¬ 
stantly. The eyes are fixed and half-closed (bedl,); pupils con¬ 
tracted (hyos.f physostigma) or dilated, insensible to light 
Dark-red, bloated face; relaxation of the muscles, with twitch¬ 
ing of the lips and flapping of the cheeks. Lock-jaw. Opistho¬ 
tonos (ntix), Ah<lomeu hard, distended, and sensitive to the 
touch. Pulse variable; very quick or very slow. Dyspnooa. 
Spasmodic jerkings, and numbness of the limbs. Heat with 
sweat; sleep with sweat; worse while perspiring (merc.^ opp. 
gels,); bed feels so hot, cannot lie on it. Convulsions, with loud 
screams on entering tlie fit. 

Oxalic acid.—Pressing in small spots in the head. Palo, 
sunken face. Dryness in the tliroat with difficult deglutition. 
Stomach very sensitive to pressure. Oppression of the chest. 
Pain ill the back, between the shoulders, extending to the loins. 
Coldness and numbness of the hands; stiffness and jiuralysis of 
the lower extremities. Pains appear periodically. Thinking of 
the symptoms aggi’uvates tliem (opp. camphor). 

Phosphorus.—Stupefying headache, with acuteness of smell 
{hell.ylyc.). Burning and stinging pains and pulsations com¬ 
mencing in the occiput. Stiffness in tlie nape of the neck, sen¬ 
sitiveness of the spine; back pains as if broken. Difficulty of 
hearing, especially of the human voice; contracted pupils (opr- 
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urn, j^^ysos .). Face bloated or cadaverous-looking. Formication 
and tearing in the limbs. Soreness of the abdomen and stomach 
to touch. Spasmodic contractions of the chest {rnoschiis). 
Dyspnoea witlx inability for exertion. Pneumonic complications 
(lye,). Extensive petechise or hemorrhages. After ovei'-dosea of 
camphor. 

Physostigma. —Contraction of^he pupils (opp. IwlL). Obsti¬ 
nate constipation, with flatulent distension of abdomen. Pain 
in the stomacli immediately after eating. Tetanic spasms with 
irregular, tumultuous action of the heart Epileptiforxn con¬ 
vulsions. 

Pluillblini. —Heaviness in the Jiead, especially in the cerebel¬ 
lum. Sudden deafness. Twitching and jerking in the limbs. 
Sliarp, neuralgic pains in the lower limbs occurring in parox¬ 
ysms i hyperaesthesia. Paralytic weakness in the limbs; wasting 
of the muscles of paralyzed parts. 

Bhiis tox. —Stupefaction; vertigo when rising from the bed 
(bvfj.y (jels ,). Anxiety with great restlessness {ars ,). Disturbed 
sleep Avith vivid, frightful dreams. Fullness and bruised pain 
ill the head extending to the ears; aching in the occiput Hem¬ 
orrhage from the ears and nose. Swelling and hardness of the 
salh^ary glands. Dryness of the mouth with much thirst (nit. 
avM). Thirst for cold water or cold milk. Eed, dry and cracked 
tongue (6ap/., ?>oZZ.). Various eruptions; red rash all over the 
body; eczema on the face ylyc.^ mrre.). Short, dry cough from 
tickling in the bronchi (riimac). Sensatifm of Aveakness and 
trembling in the heart (hell., spiej.). Pains in the shoulders and 
back as if strained. Tearing tensive pains, Avith stiffness of 
muscles and joints. 

Solaniini. —Terrific headache, as if the head would split Rav¬ 
ing delirium; convulsions Avith moaning and coma. Violent 
subsultus tendinum; tetanic rigidity of the Avhole body. Con¬ 
traction of the pupils; slowness of the pulse. Neck feels stiff 
and sore, as if bruised Weakness and bruised feeling 

in the back and limbs (r/ms, rhod.). Stiffness and convulsions 
excited by th-; least touch. 

Spongia. —Heat in the head with redness of the face (hell.)* 
Pressing, knocking, pulsating pain in the forehead. Dull head- 
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ache in the right side of the brain, better when lying in the 
horizontal position. Stupid slumber; frequent waking with a 
start. Painful stif&iess of the muscles of the neck and throat. 
Throwing the head backwards with tension in the neck. Double 
vision; staring eyes. Dyspnoea and great weakness in the chesk 
Full, hard, frequent pulse. 

Stramonium. —Convulsive ^movements of the head, mostly to 
the right side; head bent forward instead of back. Head and 
face hot; limbs cold. Furious delirium (). Indifference to 
persons or things ('phos, acid ); calls for persons who are present, 
but does not know them. Stammering or speechlessness. 
Screaming as if frightened on waking {bell.). Conjunctivas in¬ 
jected; pupils dilated (6cZZ., kyos.); transient, total blindness. 
Jlright light and glistening objects cause convulsions. Groat 
dryness of the mouth and fauces. Dysphagia {hell., hyos.). 
Trembling and convulsive movements of the limbs. Suppres¬ 
sion of all secretions and excretions. Intense scarlet rash over 
the whole body {bell.y rhus). Suppressed miliary eruptions. 

Sulphur. —Heaviness, fullness and pressure in the forehead. 
Pain as if the brain were beating against the skull {nux, spuj.). 
Scalp painfully sensitive to the touch {cinch.). Sweat on tiie 
head of a musk-like odor. Pale, distorted features. Ulceration 
of ttie margins of the lids {mere.). Pustules and ulcers on 
and around the cornea {lach.y sil.). Sour smell from the 
mouth, especially in the morning. Hardness of hearing {canst)\ 
ringing and roaring in the ears {cinch.). Drawing, tension and 
stitches in the nape of the neck. Drawing, tearing pains in 
the limbs. Cramps in the calves of the legs and soles of the 
feet, especially at niglit {sUicca). Turbid urine {lach.) with 
red sediment. 

Tarantula. —Intense headache, deep in the brain, aggravated 
by touch, with restlessness and anguish. Sensation as of cold 
water being poured (dropped, cann. sat.) on the head. Pain in 
the occiput as if striking it with a hammer. Pricking itching 
sensations over the whole body. Convulsive trembling of the 
body. 

Veratrum alb. —Violent headache with delirium; or uncon¬ 
sciousness. Eolling of the head from side to side, with short 
screams; boring the head in the pillow {apis). Convulsive 
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shocks and vomiting as soon as head is raised. Spasms with 
convulsive motions of the limbs. Stilfness of the neck. Palo» 
cold, sunken, pointed face (ars., camphor). Cold sweat on the 
forehead. Violent vomiting, with nausea and great exhaustion. 
Tongue cold {carho veg.)\ or red and swollen (6cZZ., rhitsi). 
Cramps in the calves {sulph.). Tingling and coldness of the 
limbs. Icy coldness of the hands and feet Feeble, irregular, 
intermittent pulse. Sudden sinking of strength (ars., camphor). 

Veratrum vir, —Severe frontal headache with vomiting. Ver¬ 
tigo and headache with dilated pupils and dimness of vision. 
Headache proceeding from the nape of the neck {sang. ). Trem¬ 
bling as if friglitened and on the verge of spasms. Boiling of 
the head and eyes. Opisthotonos. Sudden spasms with nausea, 
vomiting and utter prostration. Constant, severe, aching pain 
in the neck and shoulders. Convulsive twitchings of the mus¬ 
cles of the face {cicuta, gels.). Face flushed {hell.)\ or pale, 
and covered with a cold perspiration {verai. alb.). Coldness of 
the whole body {verai. alb.). Dryness of the «mouth and lips. 
Bed streaks in the middle of the tongue; yellow edges. Small¬ 
est quantity of food causes vomiting. Spasms of the cesophagus; 
painful, almost constant hiccough. Oppression of the chest. 
Galvanic-like shocks in the extremities. Paralysis. In plethoric 
individuals. 

Zincum.—Betarded convalescence, with weakness of memory 
{anac., nux). Frequent attacks of vertigo. Pressure in small 
spots on the head. Stiffness and pain in the cervical and upper 
dorsal muscles. Bruised pain in tlie small of the back. Alter¬ 
nate paleness and redness of the face {aconile^. Earache. Dry¬ 
ness and constriction in tlio throat with accumulation of mucus. 
Gagging and vomiting with ravenous hunger and obstinate con¬ 
stipation. Scanty, turbid uriife as if mixed with clay. Dysuria. 
Involuntary urination while coughing or sneezing {caust). 
Twitching and jerking through the whole body during sleep. 
Drawing, tearing pains in the limbs. Stiffness of the joints with 
transverse lancinating pains above the joints. Cannot keep the 
feet still. Exhaustion of nerve force. Profuse sweats. 

HYGIENIC AND DIETETIC TREATMENT. 

The general management of cerebro-spinal fever may be 
summed up in a few words. The sick room should be darkened. 
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and well ventilated, and the strictest quietude observed. A hot 
mustard foot bath or a general hot-bath (100.5“ Fahr. to 102“ 
Fahr.) should be employed as early as possible. Hot water 
may be applied by a sponge passed over the spine every two 
or three hours. Or a compress wrung out of hot water may be 
kept constantly applied to the nape of the neck. Continuous 
heat is employed in preference to cold, as the tendency to early 
depression is frequently counteracted by it. Stimulation with 
brandy or whisky must be resorted to whenever symptoms of 
depression of the nervous system show themselves. The amount 
of stimulation necessary will be regulated as in other fevers by 
the pulse, and first sound of the heart. 

The diet should consist of milk, meat-juice, broths, light soups, 
and light farinaceous foods. It should be given at intervals of 
two hours during the day, and three hours during the night, ex¬ 
cept when resting quietly. Solid food may be allowed as soon 
as the patient is able to digest it. ‘ 

When spasms^or irritability of the stomach render the admin¬ 
istration of food and medicines by the mouth impossible, nutri¬ 
tious enemas should be employed, and the medicine administered 
hypodermatically (page 08.). 

In cases attended with gi*eat prostration, ns there is danger of 
syncope, the patient should be kept constantly in the recumbent 
posture. 



LECTUEE XVIL 

[iillucnza. 

Definition.— Influenza is a iniasuiatic-contagiouB disease, of 
frojn throe to ten days’ duration, due to an unknown morbifie 
agent, and occurring only in wide-sin-ead epidemics. It is char¬ 
acterized by suddenness of onset; by great and early prostration; 
and by the development of general catarrhal Hyinj:)ttnns. Usu¬ 
ally there is intense frontal headache, coryza^ B<jre throat, a 
tickling cough, dyspnoea, pains in the back and limbs, fever of 
varying intensity, and great neiwoiis depression. At times there 
is more or less severe catarrh of the gastro-enteric mucous inein- 
brano with hepatic disturbance. Inflammatory affections of the 
lungs are not rare complications. The disease is very rarely 
fatal, except in advanced life. When death takes place, it is 
generally the result of complications. Eelapses are not uncom- 
]uon. 

Synonyms. —Epidemic catarrhal fever. Epidemic catarrh. 
La Grippe. 

History.—Although influenza is a. disease which is supposed 
to have prevailed from remote antiquity, it has been clearly re¬ 
corded only since the beginning of the fourteenth century. In 
1311 and 1403 a very fatal epidemic prevailed in France. In 
1510 an epidemic, starting in Malta, spread in a northwesterly 
direction, and traversed the whole of Europe. A rapidly spread¬ 
ing epidemic started in Asia iii 1557, and extending to Europe 
and America, encircled the globe. In 1580 a great epidemic 
taking a northwesterly course, overran Asia, Africa and Europe. 
During the seventeenth century several epidemics are recorded 

(253.) 
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as having occurred throughout Europe, Great Britain and Amer¬ 
ica. A wide-spread epidemic swept over Europe in 1729 and 
1730. Two, years later a mild and slowly-spreading epidemic 
started in Saxony, traveled in a northwesterly direction until it 
reached the British Jsles, and there dividing and passing in 
southward, westward and southeasterly directions, it traversed 
the Amerioai^ continent, the West Indies and eastern Europe. 
Several widely-extended epidemics prevailed in Europe, Amer¬ 
ica and the; W6s£ Indies between tlie years 1737 and 1780. A 
remarkable epidemic starting in Asia in 1782 traveled westward 
through Europe, and even attacked the crews of ships upon the 
high seas. Children were relatively exempt from seizAire during 
this epidemic. Numerous recurring outbreaks occurred in Eu¬ 
rope and America from 1788 to 1827. In 1830 the disease began 
in China, and by a series of wide and rapidly spreading epidem¬ 
ics, in a tonr which occupied two years, again encircled the 
world. In 1837 it reappeared in Bussia, and again spread over 
Europe. Erom this time,on till 1850-51 numerous epidemics 
occurred. In the United States the epidemic of 1843 was re¬ 
markable for tlie greatness of its extent. Since 1850 all ejudem- 
ics of influenza have run a comparatively mild course. Extensive 
but mild epidemics jirevniled as epizootics among domestic ani¬ 
mals throughout tlie United States and Canada, in 1872, 1880 
and 1882. 

Etiology.—The causes of influenza are of two kinds, predis¬ 
posing and exciting. 

1. The Frediaposing Causes—Climate has no direct influence 
upon the extent of the prevalence of the disease. Its course is 
not cyclical nor is it in any way connected with known atmos¬ 
pheric conditions. It appears in every latitude, and prevails 
alike in hot and* dry^ or cold and wet seasons. 

Age exerts little influence as a predisposing cause. Infirm 
and aged persons are supposed to bo most susceptible. In some 
epidemics children are.almost extopt. 

jS^ ip itself has no influence upon the course of the disease, 
although statistics show that in most epidemics females are the 
first to be attacked. 

• OcGupaiion does not in any way predispose to influenza. 

The mode of life the individual exerts little influence- 
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Overcrowded or illy ventilated habitationa are supposed U) favor 
the greater prevalence of the disease. 

Pre\nons aii<xcka afford no protection. 

Spiilemics do not follow the great linefe of human travel, but 
extend over vast areas, usually in a direction from the east or 
northeast toward the west and south. At times they radiate in 
different directions from various centers. The rate 6f progross 
of the epidemic influence may be either slow or rapid. When 
it enters a locality, it prevails, as a rule, from one to two m<mths. 

2. The EorcHing Ccwae .—The nature and origin of the mor¬ 
bific agent of influenza remains as yet unjcnown. It is generally 
supposed to bo a living miasm having an iintependent existence, 
and capable, to a slighi c,rfeut, of being reproduced in or alx>ut 
the human body, and of being transmitted by the air, or by the 
persons or clothing of those affected. The period of incubation 
varies from a few hours to^ several days. 

Clinical History.— The course of an attack of influenza, which 
may be either mild or severe, w^ll depend partly upon the char¬ 
acter of the epidemic, partly upon tlie activity and quantity of 
the morbific agent, and partly upon the power of resistance 4)f 
the patient. In milii cases there is a general feeling of malaise, 
followed by a sub-febrile state attended with nervous i)rostration 
and slight catarrhal symptoms. 

In severe cases the onset of the attack is usually abrupt. A 
cliill or chilliness alternating with heat marks the invAslou of 
the disease. The fever, which soon follows, may be either mod¬ 
erate or of high grade, and displays a tendency to morning re¬ 
missions. Intense frontal headache, with pains in the orbits, in 
the region of the antrum of Highmore, and the Eustachian tube, 
and at the root of the nose, ajl^ars early. Sneezing, swelling 
and redness of the eyelids and nostrils, a watery discharge from 
the nose, lachrymation and loss of the sense of smell, rapidly 
supervene. The throat becomes sore, and there is loss of taste 
and appetite. A dry, tickling paroxysmal cough appears, at¬ 
tended by more or less hoarseness, cheat pain, and dyspnoea. 
The pulse is full and but slightly increased in frequency. There 
is restlessness, pain in the exti-emities and great nervous depres¬ 
sion. Cutaneous hypersestliesia occasionally occurs. At tim6s 
symptoms of catarrhal disturbance of the gastro-intestinal tract 
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predominate. Exceptionally the disease attacks the mucous 
surfaces of the head, chest and abdomen. 

The continuance of the fever is usually of short duration. At 
the end of four on' five days def(?rvosccnce sets in, and the tem¬ 
perature returns, at times gradually, oftener rapidly, to tlie 
standard of health. When complications api)e?ir the £('.ver nitiy 
continue ten or twelve days. The defervescence is often marked 
by copious perspiration, an increased flow of urine depositing 
urates, or a spontaneous flux from tbe bowels. The catarrhal 
symptoms usually disappear within two or three days after def¬ 
ervescence, while the cough and expectoration may continue ftjr 
an indefinite period. 

Inflammatory lung complications, such as cajiillary bronchitis 
or catarrhal i)neumonia, occur in from five to ten X)er cent of the 
cases. They occu^ oftener in old persons, and in those of feeble, 
delicate constitutions. Recrudescences of fading neuralgias are 
not uncommon. 

Duration. —The mildest form of influenza lasts tAvo or three 
days. The severe typo runs its course iu from four to ten days. 
When comiflications exist, weeks may elapse before recovery 
takes 2)1 ace. 

ANALYSIS OF GHAUT. 

The Temperature. —The fever is extremely variable. It 
ranges from 100° t)r 102° Fahr. in moderate cases, to 104 ’ Faliv. 
in the more severe forms. It is, as a rule, higher at niglit than 
in the daytime. In the aged and infirm it is apt to run an ady¬ 
namic course. 

The Pulse.—Tile i^ulse is as changeable as the temperature. 
It is modex'ately increased in frequency. 

4 

The Nervous System. —In most epidemics great and early 
prostration is n marked symptom. Headache appears early, and 
is persistent. It is commonly frontal, sometimes general, and is 
severe in character. It usually increases in severity toAvards 
evening. Deep-seated pains, due to the general hypereemia and 
catarrhal inflammation of the mucous lining of the cavities of 
the head, are referred to the frontal sinuses, antrum of High- 
more, Eustachian tube and middle ear. Soreness and a bruised 
feeling in the limbs, and dull, tearing pains in the joints are 
almost constant symptoms; while stitches in the chest are not 
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CHART XL— Infliuniza. 


Nature: 

EpUlf'inie. MlasmaUo-t'outaKioiis. 

wmmm 

Two to ton Days. 

Iniilnl Syniptuin: 

A chill, or ebllllnoas HlU'rnatiua' with^heat. 

TeMjp«*i'Ature: 

to lO*'* Kahr. Hcniittent and >'urlabU‘. 

Pulse: 

Variable. Moderately aeceU*rHlo«l. 

Nor>e; 

Stieezio^. Abundant dlscbarao. Hedncss. Bpisraxia. 

Eyes: 

Luchryiiiation. Eyelids awollen and reddened. 

C/hOHt: 

Paroxysmal raekln>r coinfU. Myaliflb. Dyspnipa. 

Nervous System; 

Frontal headache. Slceph's.sness. Mild dolirttiui. Severe pains in 

the back and l(rnbs. 

Tbroal: 

Sort' throat. I’hurymfitis. Tonsililis. Hoarseness. 

lHpe**tivc Tract. 

Anore.xiu. lioss of taste Coated toiiKtte. ('onstlpation t)i‘dinrihen 

Urine: 

Dlminishetl. iX’positH urates. 

(’utHneousSiirface 

Hot and dry. Hypcriesthcsja. Siidnmlna. Herpes hibialls. 

ComplicHtjons: 

Cainllury liroochllis. (’atiirrhal pneumonia. Pandltls. 

Proirn<»sis: 

Favorable, except in very younjr or very o!<l person.s. 

RelapRos: 

Not uncommon. 

Ileeurreticc!. 

A pre\ ions altack atfoids n<» protection. 

Incubation. 

From a few hourf*to two or three weeks. 

• 


uiicominoii. In severe cases the patients are generally restless 
and anxious, and there is marked insomnia. Mild delirium fre¬ 
quently occurs,but is mostly transitory. In the worst types there 
may be cramps, tremors and subsultus teiidinum. Old neural¬ 
gias sometimes reappear during convalescence. 

The Respiratory Tract.— The mucous membrane of the 
resxjiratory tract is more or less hyperfemic; the discharge from 
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the nostrils is abundant; the lachrymation and the sneezing are 
strongly marked. The sore throat is attended by more or less 
difficulty in swallowing and hoarseness. Troublesome laryngitis 
and chronic bronchitis sometimes remain as sequels. Cough, 
which is almost always a prominent symptom, is frequent and 
distressing in cliaracter. Occasionally it becomes spasmodic, 
simulating whooping cough. It is generally worse towards night. 
It is apt to be dry at tlie outset, but is attended by more or less 
inuco-serous or muco-punilent expectoration as the disease pro¬ 
gresses. Dys'pnaui is a not unfrequent symptom, and may he 
either of nervous origin from distiirbance of the vagus, or due 
to existing complications. 

Capillary bronchitis and catarrhal pneumonia are not uncom¬ 
mon complications. Tiie latter often apjjears insidiously about 
the fourth or fifth day. Lobar pneumonia, as manifested by 
dullness, crepitus, bronchial respiration and rusty sputa, some¬ 
times occurs as a late complication. Pleurisy, except as associ¬ 
ated with lobar pneumonia, is rarely met with; at times it is 
associated with i)ericarditis. Localized collapse of the lung 
often occurs. 

The Digestive Tract. —The thirst, loss of appetite, and im¬ 
paired taste are due to the catarrhal state. Nausea and vomiting 
sometimes occur. Swelling of the parotid glands is occasionally 
present. The* tongue is usually pasty, and coated with a whitish 
or yellowish-white fur. Tenderness in the epigastrium and con¬ 
stipation are present in a large proportion of cases. In some 
forms an intestinal catarrh gives rise to more or less diarrhea 
and colic pain. 

TJie Urine. —The urine presents the characteristics of febrile 
Tirine in general. Its amount varies with the quantity of fluids 
ingested. As a rule, it is diminished; at times it becomes sup- 
])ressed. It is frequently cloudy, and contains an abundance of 
iirates towards the close of the disease. 

The Cutaneous Surface. —At the outset of the attack, the 
skin is hot and dry; later on, sweating frequently occurs. Co¬ 
pious acid sweats ore not uncommon during defeiwescence. 
Plentiful crops of sudamina frequently appear as a result of the 
abundant perspiration. An outbreak of herpes occasionally oc- 
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'Curs, and is a favorable indication. The general sensibility of 
the surface is not infrequently increased. 

Morbid Anatomy. —The anatomical lesions of influenza are 
mainly restricted to the upper air-passages and bronchial tubes, 
and consist of congestion and catarrhal swelling of the mucous 
lining. The bronchial glands occasionally become enlarged. 
When complications exist, changes of lung tissue marked by 
hyperiemia, oedema, hypostatic congestion, spleuization or hepat¬ 
ization, are observed. 

Differential Diagnosis. —Although there are no special diag¬ 
nostic signs that can be regarded as characteristic of influenza, 
iis discrimination is, under ordinary circumstances, unattended 
with difficulty. The march of the epidemic, the large number 
of ])erHoiis attacked, the prominence of nervous symptoms, the 
early prostration, and the annoying cough disproportionately 
soA^ere in comparisoji with tile physical signs, are distinguish- 
i}ig symptoms. 

It may be confounded with simple catarrh, acute bronchitis, 
and typhoid fever. 

Siuiple catarrhs are duo to sudden changes in the Aventher, 
ninl usually appear as spring approaches, while influenza epi¬ 
demics occur without regard to the seasons. 

Acute hroucliitis is a bilateral bronchial affection, characterized 
by a harsh cougli with frothy, sometimes bloody, expectoration. 
Its physical signs are dry, sonorous or sibilant rales, succee<led 
after twenty-four or forty-eiglit hours by large and small, moist, 
jnucous rales. AVlien there is considerable secretion,bronchial 
fremitus is marked. 

Ttjphoid fever differs fvom influenza, in having a typical tem¬ 
perature curve, a rapid pulse, a rose eruption, and pea-soup dis¬ 
charges. * 

Prognosis. —The prognosis varies in different epidemics, but 
is generally favorable except at the extremes of life. Various 
siffe.ctions of the respiratory organs often apjiear as sequels. 
When death results it is mostly from complications. 

Treatment* — Prophylaxis .—During the visitation of an in¬ 
fluenza epidemic, the weak and the aged, and such as are en¬ 
feebled by chronic maladies, should be well taken care of. All 
susceptible individuals should remain indoors after sunset. The 
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iodide of arsenicum 3rd trit., arum drac. 1st trit., or sticta 1st 
dil., may be administered morning and evening as a preventive. 

Principal tteniedies. — Camphor may be of service during the 
first few hours of an epidemic. Geheminm will be needed when 
the febrile symptoms are of a remittent character, chills run 
along the back, the face is Hushed, the eyes are suffused, and 
thereds a thin, watery, non-irritating discharge from the nostrils. 
Arsenicum iodule, when there are. alternate chills and heat, 
and wJien the discharges from tlie nostrils are Avatery, irritating 
and corrosive in character. Arsenicum alb,, Avhen the disease is 
located principally in the nose and larynx. The discharge from 
the nostrils is copious, watery and excoriating. There is obsti¬ 
nate ophthalmia, headache, burning in the frontal sinuses, larynx 
and trachea, and great prostration. Merciirius virus at the out¬ 
set, frequent sneezing with profuse coryza, short, dry, racking 
night cough, witli painfulness of dho Avhole thorax, and after¬ 
wards frothy, mucous expectoration. It is also of service when 
there is severe gastric catarrh and <liarrliea. Bryonia in old 
people and when the affection is seated mostly in the large bron¬ 
chi. There is distressing frontal headache, dry nasal catari’Ii,. 
continuous, irritating, violent cough, Avorse in the daytime, fre¬ 
quently causing r.etching, pains in the chest, soreness and shoot¬ 
ing, tearing pains on motion all over the body. Boiassium ioilida 
for painful violent sneezing witli profuse, acrid, Avatery discharge, 
and lachrymntion; and wlien there is a troublesome irritating 
cough, with oppression of breathing, and gray, sweetish-salt 
expectoration. Sticta for violent sneezing, Avitli intense head¬ 
ache and conjunctiAutis. And when the attacks are preceded by 
rheumatic pains and swelling of tli^ small joints. Eryngium 
a(iuaticum for raw, smarting, burning sensations in the throat 
and larynx with constant irritating >cougli, and tenacious, yelloAV 
mucous expectoration. Euphorhium for frontal headache, watery 
discharge from eyes and nose, with burning and smarting pains 
in the back and limbs. Eupatorium perf, when the bone pains 
are excessive and there is intense bronchial irritation with severe 
cough; Rhus ior.y at the beginning when there is lameness or 

soreness in the extremities as if bruised; or a short, dry, night 
* 

cough aggravated by motion or currents of cold air. Wyethia 
when there is dryness in the pharynx, with burning and dryness 
in the epiglottis, and a dry, hacking cough. Senecio for catarrhal 
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affections of the stomach and bowels, mucous coughs, or ob¬ 
structed menstruation. Cardmis when hepatic symptoms are 
marked. Arum drac. when laryngeal symptoms predominate, 
Vrrat alb. when prostration is extreme. Sahadilla for excessive 
snce,zing. Euphrasia or allium cepa for excessive lachrymation. 
Htjosc^jamtis for spasmodic cough, worse on lying down. Co- 
niiim^ after gelsemimn, if the cougij is relieved by the expecto¬ 
ration of a muss of frothy mucus with yellow nucleus. Tartar 
emri.y kali btch. and nitrate of sangainaria for the bronchitis. 
Phosphorus wlien the disease is localized in the larynx or there 
is a tendency to pneumonia. Sulphur, j)hos. or silphiiim for 
non-tubercular pulmonary affections occurring as sequels. 

Leading Indications. —The guiding symptoms for the differ¬ 
ent remedies may be compiled as follows: 

Aconite.—Chilliness with burning heat in the head and face. 
Higli febrile excitement with full, hard, quick pulse. Anxiety 
.and great restlessness. Distressing pressure at the root of the 
nose (mere.). Short, dry, racking cough from tickling in the 
larynx, with oj' withoutopimession. Stitclies in the chest {hrtj.). 
Internal shuddering with dry, liot skin and tendency to nneoA^er. 
Sudden suppression of perspiration. Coryza with sneezing 
(sang.). After exposure to cold west winds {hvpar). 

Allium cepa.—Violent sneezing with profuse acrid coryza 
). Smarting of the eyes witli profuse bland lachrymation 
{(oiph.). Headache Avith coryza, upon entering a Avarm room 
( puls. ). Hacking cougli from inhaling cold air {ars .). 

Aiiiinoiiium carb.—Fluent coryztq w'itli stoppage of the nose. 
Duriiiiig Avater runs from the nose ( mere. cor.). lloughness and 
scra])ing in the throat {caust.}. Cough .worse after midnight. 
In delicate Avomen. • 

Ammonium mur. —Frequent sneezing. Watery, acrid dis¬ 
charge from tiic nose, corroding the lips cor.). Loss of 

smell. Loss of appetite. Hoarseness and burning in the larynx. 

Arsenicum alb.—Frequent sneezing, with profuse watery dis¬ 
charge from the nose, corroding the lips and making the upper 
lip sore {arum., mere. cor.). Profuse lachrymation and burning 
in the eyes {aconite). Inflammation of the eyes; photophobia. 
Extreme debility Avith dyspnena on lying down. Great thirst 
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with chilliness after drinking. Desire for acids, cold water or 
spirits. Spasmodic cough M^th desire to vomit; worse after 
midnight, after eating and on lyinjg' down. Cough with frothy, 
tough expectation. When coughing a pain extends from tlie 
lumbar region down into the thighs*’ Diarrhea-; the evacuations 
excoriate the anus (mere.). Great restlessness* and anxiety, 
especially at night. 

Arsenicum iodide. —Chilliness alternating with flashes of 
heat Sneezing with irritating, corrosive discharge. Short, dry 
cough with tightness in the chest; worse in the. open air (opp. 
jnils.). Pufiiiiess of the lower lids and face (apis, eiipltorb.). 

«k * 

* 1 

Arnin drac.—Dryness and stiffness of the eyelids with smart¬ 
ing and burning. Shooting pains in the ears, with nccuiuulatiou 
of mucus in the Eustachian tube. Diyness and smarting in the 
throat, with hawking and constant coughing (.mug. nit.). Ptut- 
tling of mucus in the larynx at every expiration, with cough. 
Paroxysms of dyspnoea at night, with aching in the chest. Great 
muscular weakness and prostration. 

Badiaga.—Spasmodic cough, with sneezing and lachrymatioii. 
Painfulness of the left eyeball. Pressing of the hands upon the 
head while coughing. The cough is loose in the forenoon but 
tight towards evening and at night. Scrofulous iiiflaramation of 
the eyes, with induration of the Meilx)mian glands. 

Belladonna.—Dryness of the nose, with dull frontal lieadaohe. 
Frequent sneezing; sore throat and hoarseness. Thiobbing 
headache, worse from motion and coughing. Great tlryness 
of the mouth and throat. Swelling and tension of the up])er 
lip (ealc.). Hot skin, with inclination to perspire. Drt.wsiness 
with starting during sleep (aa^.s., 7ncrc.). 33arking coiigh (tiros.^ 
rrrh(tscnm). Dry, spasmodic, or hollow lioarse cough, worse at 
night (divs.). 

Br yonia.—Headache in the morning, when first opening the 
eyes. Dry coryza with inflamed and ulcei'ated nostrils. Great 
irritability. Pain in all the limbs, aggravated by motion. Dry 
cough with pain and soreness in the pit of the stomach. Urina¬ 
tion when coughing (cina). Tiglit cough, worse througJi the 
day, from entering a warm room and from motion. Desire ta- 
lie down and remain quiet. 
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Calearea carl)* —Frequent sneezing with coryza. Painless, 

morning hoarseness Chest painful to the touch, and 

on inspiration,- Loose cough with rattling of mucus in the chest. 

Night cough. Profuse head sweat when sleeping. Weiglit in 

the stomach soon after eating. In scrofulous persons and teetli- 

ing children. 

* « 

€arbo reg.—Fluent coryza,- with evening hoarseness. Burn¬ 
ing in the eyes and profuse lachrymation (were.). Beating or 

4 A 

pulsating headache (hc(L)i Painful stitches through the head 
when coughing (hry.). Cough, at long intervals, aggravatetl by 
breathing cold air. Horeness of the chest, and heat of the body 
when coughing. Profuse and constant flow of stringy saliva. 

Causticnin.— Paroxy.smal cemgh with pain in the hips and in¬ 
voluntary urinntion (bry., etna)'. Moj*ning hoarseness; loud 
rales when coughing. Violent, hollow, dry cough, worse at night 
on getting into bed; bettei*m bed, and from drinking cold weter. 
Pain in the malar bones; stiflhess and lameness in the jaws. 
Backache, especially in tlui coc.cyx. Miicli tliirst for cold drinks. 
Aversion to sweet things; fresh meat causes nausea and water- 
brash. 

Cliuiuouiilla.—Fluent, acrid discharge from the nose. Hoarse¬ 
ness and cough, from rattling of mucus in tlie bronchi. Hnflb- 
cativo constriction in the upper part of the chest with constant 
<lesire to cough. Stitclies in the chest (hry.). Inability to 
swallow solid food (opp. ujndHa). Children want to be carried 
and ar(i very irritable. 

Oiiuicifuga.—Heat in the head with ilucnt, watery coryza. 
Stoppage of the nose, with great sonsitivenoss tf) the open air. 
Severe pain in the head and eye})alls, aggravated by motion 
(hry.). The top of the head feels as if it would Hy off (bapf.). 
Cliilliness with aching pain in the limbs. Excessive muscular 
soreness (arn.). Cough excited with every attempt to si)eak 
(pJio.s.). Alternate constipation and diarrhea (bry,). 

Cilia,—Violent sneezing. The child dont want to be touched. 
Dry, hacking cough at night. Gagging cough in the nioming 
after rising. White turbid urine. Worm affections {chenop., 
7ncrc .) 

Coniuni. —Burning in the eyes. Hacking, almost constant, 
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cough; worse at pight when lying.down {hyos.). Palpitation of 
the heart after drinking. Intermittent .flow of urine. Exhaus¬ 
tion and faintness. In aged persons. 

Drosera.—Pressing headache in the temples. Hoarseness 
with oppression of the chest, worse from talking (cciusty phos,). 
Barking cough (rumex). Cough with vomiting ("ipecac, iart. 
emet ). Rheumatic pain in the arms, at night. Patient supports 
the chest with the liands (eupat). 

Eryngium. —Severe headache with fluent coryza. Raw, smart¬ 
ing, burning sensations in the tliroat and larynx. Irritating 
cough with expectoration of tenacious yellow mucus. 

Eupatoriiim perf.—Coryza, with sneezing, hoarseness and 
aching pains all over as if bruised (arw.). Headache with pain 
aJid soreness of the eyeballs; photophobia. Cough with retch¬ 
ing (dros.). Hacking cough in the evening, with soreness in the 
chest (cm/s/.). Cough before and after meals. Intense aching 
and soreness in the back and limbs ( am .). Soreness in the re¬ 
gion t)f the liver (bry.t ihci’c.). 

Euphorbiuni.- Soreness in the back of the head. Burning, 
as from a flame, from the throat to tJie stomach. Spasmodic 
cough,with stitches extending from the pit of the stomach to both 
sides of the chest. Dry, hollow cough from tickling in the chest 
or throat. Profuse watery diarrhea -with colic and great pros¬ 
tration, Dysenteric symptoms (mei'c.). 

Euphrasia.—Profuse, fluent, bland coryza, with scalding tears 
(opp. ars .); aversion to light. Burning in the eyes with lachry- 
mation. Dull frontal headache {mere.). Catarrhal hoarseiK'.ss 
( hepar). • Dry, tickling, laryngeal cough during the day, relieved 
by eating and drinking. Cramp-Uke pains in various parts. 

Gelsemiuni.—Chilliness along the spine; cannot leave the fire 
without feeling chilly. Sneezing, with tingling, especially in 
the left nostril (yraph.). Stoppage of the right nostril; irritat¬ 
ing discharge from the left nostril with scalding sensation. 
Sensation, as of a band drawn tightly t. round the head above 
the ears (mere.). Bruised feeling in the eyes (bry.). Shooting 
pains in the ears wheji swallowing. Sore throat, with collection 
of mucus. Hard, painful cough with soreness in the chest 

Neuralgic and rheumatic pain in the extremities {cimicifttga 

* ^ 
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Thus). Copious discharge of limpid urine relieving the head¬ 
ache {phos. acid). Liability to take cold from every change in 
the weather (diilc.). 

Hepar siilph,—Tensive headache above the nose In- 

fiammation of the nose; coryza; acuteness of sense of smell. 
Darting pains iii the ears, with cracking noises when blowing the 
nose. Feeling of sand in the eyes {sul 2 )h.). Koughness and 
scraping sensations in the throat (mtjc). Cough with constant 
hoarseness. Sensation as of a fishbone in the throat {nit acid). 
Cough caused by uncovering any part of the body (rhus). Lar- 
yngo-tracheal catarrh. Great desire for acids, especially vinegar 
(bry., mix). 

Hydi 'astis.—Dull, heavy frontal headache ( mere. ). Sneezing, 
with fullness over the eyes, and profuse secretion of tears 
{cuph.). Copious discharge of tliin wateiy mucus, with smart¬ 
ing and rawness in the nyse, worse in the open air. Rawness, 
soreness and burning, in the throat andcJiest { nu^rc. cor.,). Dry, 
harsh, rattling from tickling in the larynx. Great weakness and 
prostration. In wetik and debilitateil individuals. 

Hyoscyamus,—Pressing pincliing at tlie root of the nose and 
malar bones. Dry, spasmodic cough, worse at niglit and on ly¬ 
ing down, relieved by sitting u]) (puls.). In old persons. 

Iodine.—Dry coryza, becoming fluent in the open air. Ca¬ 
tarrhal deafness. Hoarseness with constant hemming and hawk¬ 
ing. Dry, morning cough from tickling i}i the larynx and burn¬ 
ing in the chest. Sw'ellingof the cervical and bronchial glands. 
Progressive emaciation. 

Ipecacuanha.—Coryza w'ith stoppage of the nose. Incessant, 
dry, titillating cough with dyspnoea. Rattling of mucus in the 
chest. Pale face, with blue margins*around the eyes. Inde¬ 
scribable sick feeling in the epigastric region. In delicate chil¬ 
dren. 

Iris vers.—Constant sneezing with neuralgia of the head, 
eyes and temples. Headache with blurred vision. Dull, heavy 
throbbing pains in the forehead and right temple {bry.). Dry, 
tickling cough with smarting and burning in the throat. Taste¬ 
less or acid eructations. Light, mushy, painless stools. Burn¬ 
ing in the anus as if on fire after stool. Severe, shooting pains, 
especiall^^ in the small joints. 
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Kali bich.—Frontal headache, usually over one eye {sang.)^ 
Lateral headache in small spots. Fluent, acrid coryza, excoriat' 
ing the nose and lips {arum, mere, eor,,). Sensation as of a hair 
in the nose (hydrastis), Q5dematou8 swelling of the eyelids 
(opts). Press!ve pain at the root of the nose. Tickling in the 
larynx causing coughing. Eattling cough with viscid stringy 
expectoration. Hoarseness in the morning (cawsl). Feeling of 
coldness in the stomach and bowels. Lapaeness in the right arm;^ 
wandering pains {puls .). 

Kali liyd.—Violent sneezing, and running of acrid water from 
the nostrils {allinni). Sensation of fullness and tightnG-'^s at the 
root of the nose, with throbbing and burning pains in tlie nasal 
and frontal bones {kali bich. ). Burning in the eyes witli profuse 
lachrymation. Rawness in the larynx; stitches from the ster¬ 
num to the back. Hhort, dry, hacking cough with whitish and 
greenish expectoration. • 

LaeliosiH,—Fluent coryza and lachrymation {ars., kali hyd.) 
Dryness of tlie mouth witij burning as from pepper. Throat 
sore, especially when touched {apis). Frontal headache with 
trifling discharge from nostrils. As soon as a profuse disci large 
sets in the head and throat symptoms ameliorate. Pain in the 
left ear when swallowing. Dry, spasmodic, nightly cough, ag¬ 
gravated by sleep. Gagging, persistent cougli from tickling in 
tlie throat. Stitching pain in hemorrhoidal tumors when cough¬ 
ing or sneezing. 

Lycopodium. —(catarrh of the frontal sinuses; pressing or 
tearing frontal headache, especially in the riglit side of the head. 
Redness of the eyelids with lachrymation. Violent coryza with 
acrid discharge {arum, mere.). .Accumulation of mucus in the 
throat. Lemon-colored expectoration. Sore, pressive pain in 
the region of the liver {cheL). Swelling of the cervical glands 
{mere.). Dry cough day and night as if from fumes of sulphur 
in the larynx. Hepatization of the lungs {hry., phos.). 

Mercuriiis.—Frequent sneezing with profuse, fluent, corrosive 
coryza {arum, kali hyd,). Burning in the eyes and profuse flow 
of tears. Catarrhal headache. Inflamed and ulcerated tonsils 
{bell., kepar). Hoarseness with rawness and tickling in the 
larynx {phos.). Rheumatic pains with sore throat, not relieved 
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by sweating. Stitches in the right side of. the chest when sneez¬ 
ing or coughing (6r?/.). Violent night cough. Flying pains in 
all parts of the body from coughing. Constipation, or mucus, 
bilious diarrhea. Violent and constant thirst for cold drinks. 
In children and old people. 

Niix voni.—Coryza, fluent in the morning and during the day, 
but dry at night. Dry, racking cough with headache as if Ukj skull 
would burst; great soreness of the epigastrium. Coryza with 
sneezing, worse in the morning and after eating. Sour taste in 
the mouth evei'y morning (hry,). Great debility with over-sen¬ 
sitiveness of all the senses {cinch.). Drowsiness in the day¬ 
time and after eating. 

Phellandrium.—Headjiche, with pain as from a Aveight on the 
top of the head; aching and burning in the temples above the 
eyes. Pain in the eyes with lachrymation, phohiphobia and con¬ 
junctivitis. Hoarseness with roughness in the throat (hcjncr). 
Dry cough with shortness of breath and stitche.s in the chest. 
Scanty urination with violent burning after a discharge. 

Phosphorus.—Tlirobbing Jieaduclio; headaclie over the left 
eye {(woni'fc); worse in the evening. Frequent sneezing, with 
alternately fluent and dry coryza. Noso swollen, dry and stop[)ed 
up. Diflicult liearing, especially of the Immnii voice. Hoarse¬ 
ness and roughness of the voice hfjxtj'). Dry, tickling 

cough with tightness across the chest, relieved ]»y pressure upon 
the external walls. Cough Avorse, before midnight, from reading, 
laughing or speaking, and on going into tlie cold air {hry., 
runwx); better after sleeping (opp. Inch.), Mucous rales in 

both lungs,, especially in the lower hibes {ipecac, iarf. c7Hct,). 

♦ 

Phytolacca,—Pressive, sore pain in the forehead, worse on 
the right side. Sensation of soreness, deep in tiio brain. Burn¬ 
ing, smarting in the eyes, with lachrymation. Thin, Avatery dis¬ 
charge from one nostril with stoppage of the other {gels., sepia). 
Drawing sensation about the root of the nose. Great pain in 
tlie root of the tongue when swallowing. Excruciating i)ain 
through both ears when swallowing. Dry, hacking cough, Avitk 
hawking, excited by tickling in the larynx and di 7 ne.'is in the 
pharynx. Kheumatic pains in the extremities. Derangement 
of the digestive organs. 
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Pulsatilla.—Bursting, throbbing headache in the forehead 
and temples, relieved by pressure {apis). Fluent or dry coryza, 
with frequent sneezing, and loss of taste and smell {sulpli.). 
Stoppage of the nose in th j evening and in a warm room. In¬ 
flammation of the eyes with profuse lachrymation {euph.). 
Darting, tearing, pulsating pains in the ear at night {mere.). 
Roaring in the ears, as if from the rushing of waters. Dry cough, 
at night or in the evening, especially after lying dowm (%os.). 
Loose cough, with vomiting of mucus, and nightly diarrhea. 
Aversion to fat food (opp. nux). Gastric disturbance from rich 
food or pastry {mix). Drawing, tearing pains frequently shift¬ 
ing from one part of the body to another {kali hich. ). Esi)ecially 
adapted to females and children. 

Rhus tox.—Frequent, violent, spasmodic sneezing. Hot, acrid 
discharge froin the nose. Aching, pressive pains in the eyes 
(cans/.); oedema of the lids {apis). Swashing and jarring sen¬ 
sations in the brain {nairuni). Short, dry cough from tickling 
ill the bronchi {rtimex). Putting the hands out of bed brings 
on the cough {hepar). Pain and aching in the limbs, worse 
during rest, better during exercise. Great restlessness, must 
change position often (ojip. hry.). Typhoid symptoms. 

Rnmex crisp,—Fluent coryza, with violent sneezing, and pain¬ 
ful irritation of the nostrils; worse towards evening and at night. 
Dry, scraping sensation in the throat, with copious secretion of 
mucus in posterior nares. Hoarseness, with pain and rawness in 
the larynx {plios.). Violent, dry cough, excited by tickling in 
the larynx {sang.), often almost continuous; worse at night from 
exposure to cool air, and on lying down {dros.^ p//os.). Brown 
and watery morning diarrhea {stdph.). Great debility, with 
restlessness and extreme sensibility to the open air {rims). 

Sabadllla, —Headache, with tluent coryza. Lachrymation, 
with redness of the eyes. Chilliness, with heat and redness of 
the face. Cough worse on lying down lacli.). Burning 

and stitches in tlie chest. Red spots on the chest Pain in the 
bones as if scraped {vhns). Debility, with heaviness and relax¬ 
ation of the body. Aggravation of svmptoms at the same hour 
every day {cedron). 

Saiiguiuarla. —Fluent coryza, with frequent sneezing (cw- 
phrasia). Smell in the nose like roasted onion. Circumscribed 
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redness of the cheeks. Looseness of the teeth with ptyalism 
{mere.). Feeling of dryness in the throat; constant ticklintj at 
the entrance of the larynx; ulcerated sore throat. Catarrhal 
affections of the inner ear and Eustachian tube. Wheezing cough, 
worse at night. Dry, hacking cough from tickling in the throat- 
pit {rumex). Severe and persistent dyspnoea, with inclination 
to take deep inspirations. . Diarrhea following the coryza, and 
relie\ing the cough. D.esire for piquant, highly seasoned food. 
Wandering rheumatic pains, worse at night and from motion. 
Pneumonia with extensive hepatization {phos,), 

Hanguinaria nitrate. —Violent sneezing with profuse watery 
discharge from the nostrils {euph.). Burning pain and rawness 
in the nose (nrs,). Heat and burning in the eyes, with dimness 
of 'siglit, and profuse lachryrnation. Sore, aching pain'in the 
right eyeball, extending into the supra-orbital region. Burning 
pain in the forehead Rnd at the root of the nose. Catai'rhal 
affections of the internal ear and Eustachian tube. Soreness and 
roughness of the throat, with sen.se of constriction and difficulty 
of swallowing. Accumulation of mucus in the tlirt)at and chest 
{kali bich.). Tension and burning beliind the sternum with de¬ 
sire to cough {rumex). Cough with expectoration of large 
quantities of thick, yellow, sweetish mucus. All the symptoms 
are worse at niglit {mere.). 

Senega. —Acliing pain and tension in tlie eyeballs. Weakness 
of the eyes with burning and lachrymation. Acuteness of the 
sense of liearing {cann. ind.). Dry, shaking cough from tickling 
in the larynx. Battling cougli with profuse secretion of mucus 
{tart enud.). Cough witli expectoration of slate-colored mucus. 
In old people. ^ • 

Sepia. —Fluent coryza with frequent sneezing {alUumtSang,). 
Obstruction of the nose and violent, dry coryza. Swelling and 
redness of the eyes, with lachrymation; worse morning itftd 
evening, better during the day. Intense frontal headache. Her¬ 
petic eruptions on the lips. Painful sensation of emptiness in 
the stomach and abdomen ( hyd., ignat), Hoarseness with cough 
from tickling in the larynx {hepar, phvs.). Dry, tickling cough 
at night {liyos.), followed by expectoration of mucus with tem- 
jjorary relief {ipecac). Morning cough, with greenish, salty 
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expectoration. Stitches in the chest when coughing (fort/,). 
Pain in the chest relieved by pressure (oi)p. calcarea). 

Silphliim.—Sneezing, with discharge of acrid mucus from the 
nose. Scraping, tickling sensations in the throat. Tightness of 
the chest; spasmodic cougli; copious expectoration of yellow 
mucus. Profuse expectoration of water mixed with light-col¬ 
ored, stringy, tasteless mucus. 

Spigeiia.—Fluent coryza, with dry heat and no thirst. "Burn¬ 
ing pain in the right side of the head extending into the eye. 
Hypeifpsthesia of the fifth nerve. Otalgia with pressive pain as 
from a plug. Toothache aggravated by cold air or cold water 
(opx). coffea). Dry, hard, night cough with dyspnoea. Headache 
with hoarseness; anxiety with palpitation of the heart. 

Spfollgia.—Fluent coryza with frequent sneezing {allium, 
sang.). Dry coryza with stoppage of the nose (uiisc). Pain in 
the chest, with rawness in tlie throat when coughing. Dry, hol¬ 
low, barking pr wheezing cough, relieved by eating or drinking. 
Hoarseness; larynx sensitive to the touch {lack.). Swelling of 
the sub-maxillary glands {mere,), 

Stanniim.—Dry coryza; stoppage high up in the nose {lyc,). 
Neuralgic lieadache; the pains commence lightly, increase grad¬ 
ually to a high degree, and decrease again as slowly. Dryness 
and rawness of the throat. Hoarseness and roughness in the 
larynx {phos ,). Scraping cough witli profuse greenish, sweetish 
expectoration. Feeling of great weakness and exhaustion in the 
chest. Faintness with weakness of the voice, worse from sing¬ 
ing or talking {arum), 

Sticta.—Incessant sneezing, with a feeling of fullness in the 
right side of tlie forehead -down to the root of tiie nose, witli 
tingling in the right nostril. Splitting frontal headache. Dry,' 
racking cough in the evening and at night, excited by inspiration. 
Cough from tickling in the right side of the trachea, with op- 
fjression of the chest. Excessive dryness of the mucous mem¬ 
brane. All symptoms worse in the afternoon; better in the 
morning and in the open air. Sleeplessness. 

Sulphur.—Fluent coryza; coryza with stoppage of the nosa 
Itchijig and burning in the nostrils, as if sore. Dry ulcers or 
scabs in the nose. Stitches in the throat when swallowing {hell,). 
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Dry cough in the evening on lying down, with itching in the 
bronchi. Stitches in the chest extending back to the left scapula 
{hiU carK ). Chronic cough with mucous rales. Sud<len arrest 
of breathing when turning in bed. Tearing pains in the limbs, 
muscles and joints from above downward (opp. ledum). Morning 
diarrhea, driving the patient out of bed hurriedly. 

Tartar einet.—Chilliness, with sneezing, fluent coryza and 
loss of taste and smell. Much rattling of mucus in the chest 
{i^wcac). Oppression of breathing, relieved by expectoration. 
Cough followed by yawning (nw^)„especiHlly in children. Great 
restlessness. The child must be carried, it cries if touched 
(cham,, stajyli,). Gastric symptoms. Cyanosis {cvprnm), 

Veratruiii alb.—Icy coldness of the forehead and nose. Smell 
as of sinoke before the nos^; painful dryness of the nose; fre¬ 
quent, violent sneezing. Difficult respiration with tightness 
and constriction in the chest. Deep, hollow cough, occun*ing 
in shocks. Icy coldness of the extremities. Sudden sinking of 
strength (ans’.). Capillary bronchitis (chcl.y, oedema of the 
lungs (mos^chus). 

Wyethia.—Dryness of the throat. Burning and tickling in 
the epiglottis. Dry, hacking cough, caused by tickling in the 
epiglottis. Pain in the forehead over the right eye. Sharp pain 
and soreness in the right hyixjchondrium. Diarrhea with dark 
brown evacuations. 

IIYGIENKJ AND DIETETIC TREATMENT. 

Individuals suffering from un attack of influenza should remain 
indoors. The diet—from which meat must bo excluded—should 
be plain and easily digested. The various fruit syrups may be 
used as drink in moderate quantities.. Weak wine-whey is fre¬ 
quently useful. When the sfomach is irritable koumyss will 
prove grateful. Sound claret may be allowed, if desired by the 
patient. Free inunctions about the brow and over the bridge of 
the nose, are of service when the coryza is excessive. When the- 
head pains are severe, warm applications or a flannel cap may 
be used. The tickling cough, which is ofttimes very annoying, 
may be allayed to a considerable extent by resorting to steam 
inhalations. 
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Typhus Fever. 

You will doubtless remember that I completed the history of 
the miasmatic-contagious fevers at my last lecture. To-day, I 
will commence the history of the tliird class of fevers —the cmi~ 
tagious fevers. The first in order ijs this class is Typhus Fever. 

BefinitiolU—Typhus fever maybe defined as an acute, highly 
contagious fev^r, having an average duration of fourteen days, 
due to an unknown specific poison, arising usually in connec¬ 
tion with overcrowding, imperfect ventilation and filth, and oc- 
•curring in more or less extensive epidemics. It is characterized 
by sudden invasion, usually with a chill; groat and early pros¬ 
tration; deeply flushed face; frontal headache; injected eye; 
pain in the back and thighs; pungent beat of the skin, with an 
ammoniacal odor; mulberry-rash on the fifth day, first on tho 
sides of the chest or abdomen, fi’equently becoming petechial 
on the eighth, ninth or tenth day; furred tongue; usually con- 
stij>ation with flat or even scaphoid abdomen; a high temperature 
and a quick pulse; after the first week, delirium; stupor or coma; 
a dry and brown tongue; tremors and involuntary discharges. 
Death may take place from either coma or syncope, or as a result 
of comiJications. No constant specific lesions are found upon 
examination after death. Relapses are infrequent; a second 
attack is of rare occurrence. The incubation is from five to 
fourteen days. ^ 

Synonyms. —It has been known and described as: Infectious 
fever. Ship fever. Emigrant fever. Contagious fever. Pesti¬ 
lential fever. Petechial fever. Putrid continued fever. Epi- 
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deuiic fever. Camp fever. Malignant hospital fever, oiul Irish 
ague. 

History. —^Although the description given by Thuycidides, of 
3 pestilential fever which prevailed in Athens at the time of the 
Peloponnesian war, resembles in outline that of typhus fever, 
the first satisfactory account on record is that given by Fi'acas- 
torius ill 1501, of n disease which spread from Cyprus into Italy 
and overran all Europe, nnd had prevailed for over twenty years. 
During the sixteenth century many accounts were published of 
destructive epidemics that prevailed in Tuscany, Hungary and 
France, spread all over the continent, and extended to Great 
Britain and Ireland. 

Between the years 1609 and 1638, all Europe was devastated 
by famine and by a contagious fever which resembled typhus. 

The great plague of Loudon in 1665 was preceded find fol¬ 
lowed by a continued fever, whicli bore a striking resemblance 
to typhus. In Ireland the disease was described as the “Irish 
Ague.” About the beginning of the last century, a continued 
fever resembling typhus spread throughout Euroi)e and tlie 
British Isles, and was most prevalent in over-crowded localities.^ 
From 1735 to 1803 several severe and fatal epidemics appeared 
in Ireland, and extended into various parts of England. From 
1816 to 1819 wide-spread epidemics occurred in Ireland and in 
Northern Italy, while limited eimlemics appeared in different 
parts of Europe. During the six years following 1826 it was 
endemic in Great Britain and Ireland, but became again epi¬ 
demic in 1842 and 1846. Wide-spread epidemics appeared in 
Ireland, llussia and Prussia, in 1847,1857 and 1868. From 1854 
to 1856 typhus prevailed very extonsivejjy among the armies in 
the Crimea. • 

Restricted epidemics have appeared on this continent since 
the beginning of the present century. The first epidemic broke 
out in the Boston poorhouse, in 1816. Since that time it has 
repeatedly appeared in consequence of direct importation. It 
has raged on several occasions at New York, particularly in 1818, 
1825, 1827 and 1861-65. It appeared at Buffalo in 1850-52, and 
at Philadelphia in 1820, 1836, 1864 and 1880. 

Geographical Limits. —The chief geographical center of ty¬ 
phus fever is Ireland. Other centers are found in Northern 
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Italy, and the Baltic provinces of Russia. The disease has 
spread from these centers throughout Europe, Asia and the 
British Isles; and has been observed, under circumstances of 
direct importation, principally in the coast cities of the Northern 
States of this country, in the neighboring Dominion of Canada 
and in the West Indies. It has not, as yet, been observed in the 
Southern States, Africa or Australia. 

Etiology.—The causation of typhus fever may be conven¬ 
iently studied under the two divisions, predisposing and exciting 
causes. 

* 

1. The Predisposimj Causes.—Oi the predisposing causes, 
over-crowding, filth and starvation are the most important. The 
majority of the great epidemics of typhus have generally oc¬ 
curred ill times of scarcity among tlie poor and under-fed of 
large cities, living huddled together in crowded and illy-venti¬ 
lated apartments. Fatigue, want df, sleep, frequent exposures, 
previous illness, anxiety and other depressing emotions materi¬ 
ally predispose to the disease. Hence medical students, liospital 
internes, nurses, nervous pepple and individuals recovering from 
even slight illness, not infrequently contract typhus fever. Ty- 

* plius is for the most part a disease of adult years, although all 
perifxls of life are liable to its attacks. It is essentially a dis¬ 
ease of cold and temperate climates, and is most prevalent dur¬ 
ing the winter months. Damp or marshy soil favors its devel¬ 
opment. 

2. The Exciiing Cause .—The nature of the exciting cause of 
typhus fever remains, as yet, unknown. The majority of observ¬ 
ers, however, agree in describing the infecting principle as an 
organized germ, emanating from the body of an affected individ¬ 
ual, and capable of indefinite feproduction. And careful clinical 
observation has established the fact that this specific typhus 
poison may be communicated directly from the sick to the heal¬ 
thy in the expired air, and in the cutaneous exhalations of pa¬ 
tients. The i)eculiar pungent odor conveyed by the breath and 
emitted from the bodies of typhus patients is, as a rule, strong 
in proportion to the intensity of the poison. The germs are 
believed by many, capable of retaining their vitality for a great 
length of time, and of being carried in the bedding and in the 
clothing of patients, which act as fomites. In this way it is 
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Argued that houBes^ ships and hospital wards may readily become 
hot-beds for the production and spread of the disease. Loomis, 
and other more recent writers, however, are doubtful whether the 
disease can be communicated by fomites alone, even when highly 
impregnated^ and maintain that it is necessary for the subject of 
the contagion to have been brought in contact with an infected 
person, or within the atmosphere immediately impregnated with 
his exhalations. The contagious distance of typhus fever—the 
distance at which the specific poison may be transmitted by the 
breath or cutaneous exhalations, through the atmosphere, in the 
open air—is somewhat less than that of small-pox, which has 
been demonstrated by actual experiment to be two and one-half 
feet. 

In large and well-ventilated apartments the risk of ■ contagion 
is greatly lessened; while in small, badly-ventilated room^, it is 
largely increased. There are no facts to prove that the disease 
is diffused from one house to another or from hospitals to ad¬ 
joining houses except by intercommunication. It is occasionally 
contracted in the dissecting room, by dissecting botlies dead 
with typhus. 

The danger of contagion is slight during the first week of* 
typhus, but is largely increased from the close of this period, 
until convalescence becomes established. In the majority of in¬ 
stances the disease attacks an individual but once. All persons, 
at all times, are not equally susceptible, A special constitutional 
idiosyncrasy occasionally exists, which affords an immunity. 

The length of the 'period of incuhaiion varies from five to 
fourteen days. 

Summing up the known facts in the etiology of this fever, we 
arc led to state: , 

1. That there exists a sx^ecific typhus poison, which is undoubt¬ 
edly present in the body exlialations and in the expired air of 
lyjjhus patients. 

2. That it is communicated only by personal contagion—the 
contagious distance being about two feet. 

3. That a concentration of the poison is necessary to produce 
the infection, and that where there is free ventilation personal 
contagion is confined to limited areas. 

4 That it is taken into the body mainly through inspired air- 

5.,That over-crowding and deficient ventilation, even when 
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conjoined with innutrition, do not produce typhus, but favor, by 
deteriorating the constitution, its extension and increase its 
severity. 

6. That it ordinarily occurs but once in a life time. 

7. That in this country it is, as a rule, an imported disease. 

Clinical History. —The advent of typhus fever is usually ab¬ 
rupt. Occasionally there is a prodromal stage of a few days 
duration, marked by general lassitude, headache, anorexia, ver¬ 
tigo and nocturnal restlessness. In a majority of the cases there 
are no prodromes, the disease being ushered in by a short, sharp, 
sudden chill or by chilly sensations. At times the chill or chilly 
sensation recurs at irregular intervals for several days; and, in 
children, repeated vomiting not unfrequently occurs. A sense 
of extreme prostration soon follows tlje initial cliill, attended, as 
a rule, by intense and steadily increasing frontal headache. The 
fever increases rapidly, and the temperature may rise during the 
first twenty-four hours ns high as 105° Pahr. or 106° Fahr. 
Notwithstanding the high temperature, tlie patient frequently 
complains of a sensation of coldness. The skin becomes hot, tlie 
face flushed, the eyelids swollen and injected, and the respira¬ 
tions slightly hurried. Occasionally there is sneezing with 
slight cough and soreness of tlie throat. More or less severe 
pain in the back, and sore, dull pains in the limbs, especially in 
the thighs, are constantly present. The tongue is at first pale, 
swollen, and covered with a whitish fur; later it is covered with 
a yellowish-brown coating, and displays a tendency to become 
dry, brown and fissured, and ofttimes tremulous. Nausea is 
sometimes present; vomiting rarely occurs. The bowels are, as 
a rule, constipated, exceptionally there is slight diarrhea. The 
spleen becomes enlarged earlyln the disease, and there is slight 
tenderness in both hypochondria. 

During the first week of the fever tlie temperature varies from 
103° Fahr. or 104° Fahr. in the morning, to 104° Fahr. or 106° 
Fahi'. in the evening. 

The pulse is accelerated from the beginning of the attack, 
ranging from 100 or 110 in the morning, to 120 or 130 in the 
evening. It is at first full, but soon becomes soft and compressi¬ 
ble; later it grows feeble, and is not unfrequently dicrotic. As 
the fever progresses the expression of countenance becomes dull 
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and stupid, and the cheeks assume a mahogany appearance. The 
■sleep is disturbed, and between sleeping and waking there is 
slight delirium. 

Between the fourth and eighth, usually on the fifth day, the 
characteristic eruption appears, first upon the sides of the chest 
and abdomen, gradually extending over the whole anterior por¬ 
tion of the body, except the.neck and face. It consists of nu¬ 
merous roseola-like spots, varying in size from a mere point to 
three or four lines in diameter, and is more marked upon the 
trunk than on the extremities. It is oftener wanting in children 
than in adults; in the former it freq\iently resembles the erup¬ 
tion of measles. At first, the spots are of a dark red or dirty 
rose-color, appear slightly raised above the surface of the sur¬ 
rounding skin, and temporarily disappear on pressure. After 
two or three days they become darker in color, and appear as 
faint, irregular, dirty brown stains. They are now no longer 
elevated, and do not entifely disappear on firm pi’ossure. A 
faintly reddish ill-defined mottling or marbling, appearing as if 
it were a little distance below the surface of the skin, between 
the spots or groups of spots is generally present. The spots and 
the* sub-cuticular mottling may exist separately and alone, usu¬ 
ally they occur t.ogether anti constitute the “ mulberry rash ” of 
typhus. 

The course of the eruption is typical. The rash is fully de¬ 
veloped in less than forty-eight hours, and its copiousness rep¬ 
resents generally a corresponding gravity of the disease. Each 
spot or patch remains visible from its first appearance until con¬ 
valescence is established or death takes place. In a certain pro¬ 
portion of cases the typhus spots become petechial,4ind in severe 
grades of the fever they may be converted into dark red stains. 
This occasional change in the character of the eruption has led 
to the erroneous title, “ petechial typhus.*’ 

At the close of the first week the headache disappears, and 
delirium, usually low muttering, sometimes acute and boisterous, 
conies on. Occasionally the delirium is active and persistent 
from the start, and physical restraint is rendered necessary. 
About the middle of the second week as the symptoms continue 
to deepen, the intense nervous excitement abates. The patient 
now becomes drowsy, passes into a state of “coma vigil,*' and 
lies for hours apparently unconscious with the eyes open as 
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though awake. This “coma vigil” or watcliful coma is a state 
of apparent, rather than complete coma, from which the patient 
can be easily aroused. It is usually attended with great mental ac¬ 
tivity, and is of unfavorable omen. Persons of active brain fre¬ 
quently have the most distressing fancies during this period. If 
the case terminates in recovery the patient emerges with a dis¬ 
tinct remembrance of all the horrid visions that passed before his 
imagination. At this stage of the fever the face appears Hushed, 

■ the conjunctivie are injected, and there is a dusky pallor about 
the nostrils and lips. The pains in the limbs and back are no 
longer complained of, and involuntary twitchiiigs occur. The 
respirations become quickened, and there is a dry, annoying 
cough with scanty mucous expectoration. The breath and cuta¬ 
neous exhalations give off au ammonidcal or odor. 

The heart-sounds become feeble and indistinct; the pulse is small 
and ranges from 110 to 140 per minute. The tongue is dry and 
fissured, and is protruded with dilfichlty. Swallowing becomes 
difficult on account of dryness of the pliarynx; and sordos col¬ 
lect upon the teeth and lips. Tlio urine becomes scanty and liigh 
colored, and either collects in the bladder or dribbles away. 

As the disease progresses, if tlie case is tending tc^wards a 
fatal termination, the stupor deepens, the coma becomes more 
and more profouml, and the jjatient lies on the back utterly in¬ 
different to everything going on around him. The tongue can no 
longer be protruded fi'om the mouth, the hands tremble, the ex¬ 
tremities are cold, and the muscular prostration becomes extreme. 
The pulse rises to 140 or 150 per minute, and is small and weak; 
at times it becomes irregular. The temperature which lias re¬ 
mained with J;)ut slight morning and evening variation at 105^ 
Fahr., may rise to 107“ Pahr. or 108“ Fahr. before death. 

When a fatal terininalion takes place, wffiich is possible as- 
early as the fifth day, or before the end of the first week, but 
mostly between the tenth and seventeenth days, the mode of death 
is by coma, by asphy xia, or by heart failure. 

In cases that tend towards a favorable tsrmination there oc¬ 
curs, usually about the fourteenth day, sometimes as early as the 
tenth day, a sudden amelioration of all the symptoms, associated 
with a critit'al defervescence. The pulse and temperature sud¬ 
denly fall, and reach the normal or fall slightly below it, in from 
one to two days. The stupor and coma rapidly disappear, and 
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after a prolonged and refreshing sleep, the patient awakes to 
consciousness as from a long and oppressive dream. The urine 
becomes increased in quantity, and there is a cojyious deposit of 
urates. The eruption fades and slowly disappears. The tongue 
cleans and becomes moist at the edges. The appetite improves, 
the strength begins to return, and the patient enters upon a rapid 
convalescence. The hair frequently falls ofF as recovery takes 
place. Deafness and lack of mental vigor which are apt to ctai- 
tinue far into convalescence, gradually disappear. 

Abortive ccise.^ of fyphifs presenting all the characteristics of 
the initial stage of the disease, occasionally appear during the 
prevalence of typhus epidemics. ITsually there is no delirium, 
and at the end of tlie second, tliir<l or fourtli day, a critical def¬ 
ervescence occurs, accompanied by sweating and diarrhea. 

True relapses are rare. 

Com plications.—The ccimplications of typhus fever like those 
of typhoid fever are numerous and important, ajid are 7iot uii- 
frequently the cause of deatlj. They vary in different epidemics; 
in some they are either canliac or pulmonary; in others they are 
ell cerebral. 

Tiio pulmonary complications of typhus, amongwhich may be 
mentioned, laryngitis, bronchitis, lobular pneuinonia, pnlunmary 
gangrene and phthisis, always approach insidiously. Hurried 
respiration and lividity of the face are not nncoinmou danger 
signals. In all cases you will do well to institute daily physical 
evploration of the chest. 

Lorynyilis may occur as an oc(*.asional complication. It usu¬ 
ally appe;irs as an acute aulenm glottidis, althougli at times it is 
ci'oupous in character. Its atlvent, which is always insidious, 
sliould 1)0 anticipated whenever there, is great swelling of the 
glands of the neck or extensive tumefaction of the mucous mem¬ 
brane of the pharyjix. 

Bronchitis may occur at any jjeriod of the fever. It is devoid 
of danger so long as it is confined to tlie larger bronchial tubes. 
But when it becomes diffuse and extends into the smaller tubes, 
it may lead to atelectasis and secondary lobular imeumonia, and 
BO diminish the brcatliing capacity as h) cause death. 

Lobular jjncnmaniVt.-—The pneumonia of typhus is lobular in 
cliaracter. It is frequently preceded by bronchitis and displays 
a tendency to terminate in abscess or pulmonary gangrene. It 
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is manifested by the usual signs, dullness confined to one lung 
(usually the upper part), bronchial respiration and rusty sputa. 

Puhnottary gangrene is an occasional, but generally fatal com- 
plication. Its signs are, dullness on percussion, with coarse 
mucous rales, greenish or bro^vnish and horribly foetid expector¬ 
ation, rajjid and oppressed breathing, pallor and great prostra¬ 
tion. Purulent and serous pleuritic elFusions occasionally occur, 
and sometimes phthisis supervenes during convalescence. 

Meningiiis is the principal cerebral complication. It is most 
liable to occur during the second week of the fever, and is oftener 
met with in children than in adults. Its presence is manifested 
by intense bi-lateral headache, with restlessness which shows 
itself by consiani atiernjjls to get out of bed, redness of the face 
and eyes, intense sensitiveness to light and sound, contracted 
pupils, with contractions of the fiexor muscles of the arm and 
leg, followed by somnolence lapsing- into coma. Dilatation of 
the pupils with slow stertorous breathing, and an intermitting 
almost imperceptible pulse, immediately precede death. 

Fcehhmess of intellect and attacl's of niania, show themselves 
in a small proportion of cases during convalescence. They are 
commonly transient, lasting only a few days or weeks. 

Purahji^is may occixr as a sequel of typhus,' but usually ter¬ 
minates within a limited period after recovery. Hardness of 
hearing^ which is a frequent attendant during the course of the 
fever, commonly disappears as convalescence becomes estab¬ 
lished. Occasionally permanent deafness occurs as a result of 
inllammation of the external or of' the middle ear. Transund 
dimness of vision has been observed in some epidemics, and 
perforating ulceration of both cornem occasionally occurs as a 
result of prolonged exposure of the eyeballs. 

Croupous nephritis occasionallj*^ occurs during the course of 
typhus. Its occurrence is indicated by urinary suppression, and 
by the presence of albumen and of hyaline, and blood casts in 
the urine. 

Glandular swellings occasionally occur as complications, and 
are, as a rule, most frequently observed in adults. They may 
appear either in the early days of the fever or immediately after 
the crisis. They are most apt to involve tlie parotid and the 
sub-maxillary glands; less frequently the mammre and the axil¬ 
lary and inguinal glands become implicated. The swellings. 
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usually form rapidly, aud speedily tend to suppuration; occasion¬ 
ally resolution occurs. When parotitis occurs, it is not infre¬ 
quently associated with facial erysijpelas or with extensive 
inflammatory oedema of the neck, and oedema of the glottis. 

Suh^ouiaiwous exiravasatioTis of blood are not uncommon 
in some epidemics. While hemorrhages from the nose, bowels, 
kidneys and uterus, have been occasionally observed. 

Boils, and diffuse injlamnuition of the suh-cutaneous tissues 
resulting in purulent infiltration, are not infrequently met witli 
in some epidemics. AVounds and ulcerated surfaces, and even 
parts not subjected to pressure, may at times, in consequence of 
arterial thrombosis, become gaiigromms. 

Pyceiniavfiih. purulent deposit hi the smaller joints is an occa¬ 
sional though rare occurrence. It commonly appears about the 
time of the crisis and is manifested ])y severe chills, rapid and 
feeble pulse, jaundice, delirium, great prostration and redness, 
tenderness and swelling ol the joints. 

Bed-sores, which are common and troublesome complications 
of typhoid fever, are rarely present in (ordinary typhus fever. * 
In protracted cases, however, tliey are apt to appear, especially 
over the sacrum aud trochanters, and may, if extensive, lead to 
exhaustion and death. 

Duration.—The average duration of ty]>hus fever is from 
tliirteeu to fifteen days. It is shorter in childhood and youth, 
than in middle and advanced life. Mild cases may terminate at 
the end of the first week or at tlie beginning of tlie second week. 
Uncomplicated cases rarely last longer than twenty days. 

Complications may protract the course of the disease to four, 
five or even six weeks. The day of crisis is visually between the 
tentli and sixteentli days. Tlie^enn dhration of the fever, which 
is fourteen days, is usually longer at the beginning than at the 
close of an epidemic. 

ANALYSIS OF CHART. 

The Nervous Headache is one of the earliest and 

most constant symptoms of tyi)hus. It is usually present at the 
onset of the attack, and is frequently associated with vertigo. 
It is dull or heavy in character, and is located mainly in the fore- 
head and temples; exceptionally it is confined to the vertex or 
occiput. It remains, as a rxile, persistent during the first week 
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CHART XII .—Typhus Fever. 


Nature: 

Bpidomic. UiKl*ly Contagious. 

TnitlRl Hyznpl-eiij 

A sbort, sharp, Hud icii chill. { 

Sta^fes: 

First Week. 

Second Week. 

Third Week. 

Face: 

Flushed. Maho^fauy 
colored ebooks 

Dull, heavy express¬ 
ion 

Countenance natural. 

Eyes; 

Watery and injected. 

Pupils contracted. 

Normal. 

EarH: 

Noises in tho curs. 

Deafness. 

1 )oaf ness disap pears 

Temperature: 

lOJl^to ItJfi' on 11 Mtdny. 
umAiinniM on :j(i 
or 4th daj'. 

Slight remission from 
7lh to lUlhiliiy. Cri'<i.‘> 
I roin Kth to I4tb day 

'Sudden de f er vcscen ce 

PuJbo: 

100 to Irfl). First full, 
then soft. 

110 to 140. Weak heart 
impulse after (iib 
day. 

Declines rapidly. 

Reaplration^ etc: 

30 to JW per iiiinulC' 
cHlaiThal symp¬ 
toms. 

■Kl to 40 or .50 per min¬ 
ute. UrouebUJs. 

lieturns to normal. 

Cutaneous 

Surfftoo: 

Dry skill. PunKonl 
heat. 

“Mouse-Iiko’’ odor. 

Uran-bko desiinama- 
tton. I’einporniy 

los« of hair. 


“Mulberry rush” on 
r>th liny. On abdo- 
incn and oxtrcuiities 

Fu<‘h spot lasts until 
recovery or death 
Pelcadiiie. 

Gradually disappears. 

1 

Nervous System; 

Frontal headache. 
\Vakefnlncs«. fain 
ill Th(‘ thijflis. Pioi?- 

t ration 

Delirium. Deafness. 
<3umu vigil. 

Muscular pains. Rest¬ 
ful sleep. 

Tonjrue: 

First white, then 
brow n ish - yellow 
'ihiist. 

Dry, dark, fissured 
Tremulous. 

Clean and moist. 

Intestinal Canal: 

Nausea. Coustipallou. 

Constipation Oeea- 

sionally slight dial*' 
rhrva. 

Con8tli)ntion. 

Urine: 

Diiniuished. ITia'hcol- 
ored. Eacoss of 

urea. • 

Transient albnrDiuu- 
na. Rcteiitiuii. 

» 

Pale. Increased. 

Complications: 

(liandiilar swellings. Cerebral and pulmonary dilBeultics. 

Duration; 

Avemge duration 13 or U day.«. 

Mortality: 

Varies from 0 to 2(1 per cent. 

Lesions: 

No constant posl mortem appcai'aiu os 

faeubatiotl: 

Two weeks. 

CoiitH.ioiis Dis¬ 
tance ; 

About two foot. 

Relapses: 

ilclapses are extremely rare. 

Hecurrenoe: 

Typhus occurs only once in a lifetime. , 
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or ten days, after wliicb it gradually disappears upon the advent 
of delirium. 

Delirium is a common symptom, and appeal's usually about 
tlie eighth day. In rare instances it is present at the onset of 
the disease, occasionally it remains absent until near tlie crisis. 
At whatever period it is developed, it will remain until after tlie 
time of critical defervescence. .The character of the delirium 
varies greatly. It is generally quiet, and consists of low mutter- 
ings or incoherent raiublings; less frequently it is active and 
noisy, and resembles that of delirium tremens or of the Irish 
“whisky fever.” Active, noisy delirium occurs most frequently 
amongst the intelligent classes, anil in young persons of active 
brain; the low muttering form is more liable to be present in 
the aged, and amongst illiterate people. At first the delirium 
occurs only at intervals, during the night-time; later on it be¬ 
comes continuous, and is then worse at night. 

Nocturnal tvakefulncsii'is a prominent and distressing symp¬ 
tom in the early days of the fever. At times tlicro is cb'owsiness 
ill the day time, with alternate wakefulness and delirium at 
night. Not infrequently the patient lies for hours, jialo and ex¬ 
pressionless, and almost jiulseless, with tlie oyos wide open and 
the skin bathed in a cold iierspiration. Though apparently iiii- 
coiiscioiis, he is evidently awake, but absolutely indifferent and 
insensible to everything that is going on around liiin. To tliis. 
condition, which is almost always followed by a fatal tennination,, 
the by no means significant term, coma I’/V/zV, has been applied. 
At any time, and more especially in the advanced stage of the 
disease, the occurrence of hysterical manifestatioris, should make 
your utterances guarded as to coming nervous symptoms. 

As tlio fever progresses towards a fatal termination, the drow¬ 
siness deepens by imperceptible gradiHions, first into stupor and 
then into profound coma. Occasionally coma develops suddenly, 
and is then apt to bo associated with albuminous urine. 

Loss of muscular strength is a prominent and early symptom 
of typhus. In the majority of cases tlie patient is compelled to 
take to the bed, on account of weakness, from the first day of 
the fever. Not infrequently the debility becomes so extreme, 
that the patient is unable to rise, or to even turn in bed. The 
prostration generally increases as the disease advances, and ia 
often complete about the ninth or twelfth day. The position o£ 
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the patient in bed, is usually on the back; with the increasing 
prostration there is almost always a tendency to sliding down 
in bed. 

Along with the marked and steadily increasing debility, there 
is apt to be paralysis of the muscles of the rectum and bladder. 
The urine and f seces may be passed involuntarily, in consequence 
of paralysis of the anal and vesical sphincters. Sometimes the 
urine is retained, and there is over-distension of the bladder in 
consequence of paralysis of the muscular coat. Tremulousness 
affecting more especially the hands and tongue, is almost con¬ 
stantly observed in severe -cases. General muscular tremors 
occur in the aged and infirm, and in those who have been addicted 
to the too free use of intoxicating drinks. Ataxic symptoms, 
such as subsultus tendinum, spasmodic twitchings of the facial 
muscles, carphologia, and picking at the bed-clothes, are present 
to a greater or less degree in nil severe cases. Nystagmus and 
obstinate hiccough occasionally, occur. Tense contractions of 
the flexor muscles of the forearm, thighs and legs, are very rare, 
and occur only in grave cases. 

Gtmcral convitlsions are not often met with; but if they do 
appear, which is generally towards the end of the second week, 
life is seldom prolonged beyond three or four days. They are 
usually preceded by a tendency to stupor or to coma, and by a 
marked diminution in the quantity of urine, and are, as a rule, 
caused by ursemia. 

The Special Senses.—In the early days of the fever, tlio eyes 
are watery, the conjunctivaa are deeply injected, and the impiis 
are coniracit^d. Hardness of hearing, preceded by ringing noises 
in the ears, is very common after the middle of the first week, 
and frequently extends into convalescence. Cutaneous hyperie- 
stliesia is a not uncommon symptom during the first week. 

The Temperature.—The temperature range in typhus fever 
(fig. 15), is shorter and rises more raj)idly to tlie maximum, than 
does that of typhoid fever. The fever increases rapidly from 
the onset of the disease, and the temperature observes very 
nearly the following formula of ascent: 

It reaches 103® Fahr. or 105® Fahr. on the first evening; on 
the next morning it recedes to between 98J° Fahr. and 103° 
Fahr.; on the second evening it rises up to or above 104.5*^ Fahr.; 



Temperature Range in Typhus Fever (after Murchison). 
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4 ^ 

on the third evening it often reaches 105° Fahr. or 106.5° Fahr.^ 
exceptionally it does not rise above 102° Falir.; and on the fourth 
evening it is rarely under 105.8° Fahr. and not infrequently it 
attains 107° Fahr. In children it may not at any time exceed 
103° Fahr. 

In mild or moderate cases, the maximum is reached on the 
fourth day, and at the close of the week there is a slight decrease 
of temperature. On iiie seventh or eighth day, there is a more 
marked remission, followed on the ninth day, seldom later, by a 
rise of from 0.5"" Fahr. to 3.5° Fahr., which lasts from one to 
tliree days, and then slowly|pubsides. A third remission, occu- 
pying a half day or two mornings, occurs about the twelfth day, 
and is followed by a third brief rise, which terminates in defer¬ 
vescence. 

In severe and neglecJed cases, the temperature continues to 
rise through the first week until it reaches 106° Fahr. or 107° 
Falir. It remains persistent at 104° Fahr. in the morning, and 
at 105° Fahr. or 106° Fahr.* in the evening, through the whole or 
a part of the second week. Gases which tend to recovery show 
a slight declination towards the end of the second week, and yet 
the high temperature continues during the third week. In these 
severe forms, the temperature-range differs from tliat of typhoid 
fever in that the daily maxima are higher, and there is less tend¬ 
ency to remissions. 

The stage of dc/ervcsccnce in typhus occupies from twelve 
hours to two or three days, and is usually very characteristic. 
It is generally preceded by a sho3:t critical perturbation, a rise 
of from 0.2° Fahr. to 3.5° Fahr, above the preceding evening, 
and follows it in a precipitous or progressive descent. Occasion¬ 
ally there is no change in ^ the temperature before the time of 
crisis, and when this is the case, the defervescence is very grad¬ 
ual. The critical defervescence usually appears between the 
thirteenth and seventeenth days, and the temperature sometimes 
falls in a single night from 104° Fahr. or higher to the normal. 
Becovery generally takes place after the crisis. During the first 
week of convalescence, the temperature of^^eii remains below the 
normal, especially in the morning. 

A very high range of temperature during the first week indi¬ 
cates severe cerebral symptoms during the second week. 
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The absence of a slight remissiou about the seventh or eighth 
day is an unfavorable omen. 

A sudden rise during the first week indicates the occurrence 
of complications. 

Fatal cases announce themselves at the outset, by an enormous 
height of temperature, 106° Fahr., or more. 

Just before death and in the death agony, the temperature 
rises from 2° Fahr. to 6.5° F^r. 

The Pulse.—In the beginning of an attack the pulse is usu¬ 
ally full, soft and compressible. As the disease progresses it 
diminishea in force and rises in fre<|feency. It ranges from 110 
to 130 beats per minute. On the third day, in mild cases, it sel¬ 
dom exceeds 100, wliile in severe cases it may reach 120 or 130. 
In unfavorable cases it may run up to 140 or even 150 per min¬ 
ute. A pulse which remains for three consecutive days, above 
120 per minute, is a bad omen. During the first week, the pulse- 
rate and the temperature-range, usually correspond, but after 
this time the parallelism ceases. During the second week, es¬ 
pecially if the debility is veiy great, the pulse may become more 
rapid as the temperature falls; or the pulse may at other times 
diminish in frequency, and yet tlie temperature rise. A rapid 
fall in the pulse rate during defervescence is usually a favorable 
indication. A decided rise after it has fallen is frequently indi¬ 
cative of pulmonary complications. 

The heart impulse is almost invariably enfeebled, after the 
fifth or sixth day of the fever, and tlie cardiac first sound is oc¬ 
casionally replaced by a soft systolic murmur. As convalescence 
becomes established both the impulse and the first sound slowly 
return to normal. 

The Eruption.—The eruption of typhus fever, which is very 
rarely absent, appears, as a rule, on the fourth or fifth day. It 
is i)receded and accompanied by an erythematous redness of the 
whole surface, and is first seen upon the sides of the chest and 
abdomen. It consists of a mottling or marbling of the skin, 
described as the suh-ctdicuUir rashj and of pale, dirty pink, or 
florid spots, slightly raised above the surface, disappearing on 
pressure, and presenting by their grouping, a close resemblance 
to measles. After two or three days they are no longer elevated 
and distinct, but frequently appear as illy-defined rust-colored 
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stains, which are but slightly influenced by pressure. The sub¬ 
cuticular mottlings gradiially disappear as the spots grow darker. 
The latter are generally darker and more distinct on the depend¬ 
ent portions of the body. The extent and lividity of the eruption 
are, usually, proportionate to the severity of the attack. 

During the second week, the centers of some of the pigmented 
spots, become the sites of minute extravasations of blood. In 
some cases true petechije appear; they are, however, seldom 
present before the last stages. After death the petechife and the 
rusty stains remain persistent, but the pinkish or florid spots 
usually disappear. % 

The duration of the rash, which generally disappears with 
defervescence, is from eight to twelve days. 

Minute transparent vesicles, called sudamina, have been ob¬ 
served in a limited number of cases, at a late period of the dis¬ 
ease. Urticaria, herpes and erysipelas, exceptionally occur. 
Changes in the nails, as shown by whfte bands and furrows, in¬ 
dicating arrest of nutrition during the fever, not infrequently 
take place. Bliglit, bran-like desquamation, proceeding from 
above downward, occasionally occurs, during convalescence. 

Emaciation is seldom marked, and is rarely present before 
the third week. 

The ammoniacal or “ mouse-like ” odor, which emanates from 
typhus xjatientb is said to be characteristic. 

The Respiratory System. —During the first week the respira¬ 
tions rarely exceed twenty or thirty per minute. But during the 
second week, with the advent of delirium, they become Jiurried, 
and range from forty to fift}* per minute. In grave cases, when 
the jn-ostration is extreme, and the stupor becomes profound, 
they are irregular and sometimes fall to eight or ten per minute. 

Nasal and bronchial catarrii attended with slight cough, is 
usually present during the first week. Diffuse bronchitis, hy¬ 
postatic congestion of the lungs, or lobular pneumonia may 
appear during the second week. Diphtheritic croup has been 
observed in some epidemics. 

The Digestive System. —The cnanges in the digestive tract 
are mainly functional in character. Namea and voiniting are 
rare. Vomiting occurs as an early symptom, principally in dys¬ 
peptic individuals, occurring after the first week, it is occasion¬ 
ally the precursor of urfemio convulsions and coma. 
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At first the<on< 7 M€ is covered with a whitish or yellowish-white 
fur. Towards the end of the first week, it becomes dry and 
brown and is protruded tremulously. Not uiifrequently, in severe 
cases, it becomes dry and crusted, and is firmly retracted into a 
globular mass. In grave cases, about tlie beginning of the sec¬ 
ond week, sordes collect upon tlu gums, teeth and lips. 

Thirst Htid anor<\ria are constant symptoms. The former is 
most marked during tlie first but diminishes during the second 
w'eek. The latter is complete throughout the attack, but disap¬ 
pears, often suddenly, during the sletm that marks the crisis. 

Consiipaiion is tlie rule. A mild, aark, greenish-brown diar¬ 
rhea sometimes occurs at Ihe period of critical defervescence. 
Involuntary discharges occur only in severe cases, and generally 
upon the approach of death. Acute culargemcnf of the spleen 
is frequently present. 

The l^rine, —At first the urine is diminished in quantity, and 
is high-colored and of high specific gravity. It is acid in reac¬ 
tion, and contains more urea and less cli]oride.s. A small amount 
of albumen is frequently present early in the attack, and in se¬ 
vere cases it may be copious and persistent. Heiial epithelium, 
and epithelial and fatty casts are not uncommon. Later in tlie 
disease the urine may become suiipressed, and urinary retention 
may render the use of the catheter necessary. 

As convalescence approaches it becomes pale and increased in 
quantity. The chlorides reappear, the amount of urea lessens, 
and the albumen gradually disappears. 

Morbid Anatomy. —Typhus fever has no known special and 
characteristic lesion. Morbid appearances in diflerent organs 
are frequently found after deaih, but ‘they are due to the pro¬ 
longed, intense pyrexia, or to complications. 

The bodg is seldom very much emaciated, unless death has 
taken place after the second week. Cadaveric rigidity is usually 
of short duration; and decomposition takes place rapidly. 

The blood is darker than normal. When drawn from the body 
it coagulates imperfectly and rapidly undergoes ammoniacal de¬ 
composition. The fibrin is diminished, while urea and ammonia 
are in excesa The red globules become diminished in quantity, 
and when examined under the microscope, many of them pre- 
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sent serrated edges, and some are found to have undergone de¬ 
generation. 

The heart undergoes granular degenerative changes, propor¬ 
tionate to the intensity and duration of the febrile movement. It 
is soft and flaccid; the muscular tissue is of a yellowish-brown 
'color, and easily torn. The feebleness of heart-impulse is pro¬ 
portionate to the degree of degeneration found, after death. 
Thronibi are often discovered in the superficial veins of the lower 
limbs. They are usually formed by a slowing of the general 
circulation, consequent upon the great feebleness of heart power, 
and are apt to cause swelling of one or both extremities. 

The IcUbieys are commonly hypersemic, and are apt to be en¬ 
larged in consequence of a cloudy swelling of the epithelium of 
the renal tubes. 

The Iwei' and are, as a rule, enlarged. The former is 

hypermniic during the first, and more or less fatty and friable 
during the second week. The lattef undergoes softening, early 
in the disease, even during the first week, and interstitial extrava¬ 
sations of blood, not infrequently occur. 

The respiratory h^act exhibits signs of catarrhal infiammation 
of the bronchial tubes. Patches of atelectasis are often found 
as a result of capillary bronchitis. Evidences of hypostatic 
congestion, of catarrhal pneumonia, of pulmonary oedema or of 
pulmonary gangrene, are also frequently observed. 

The brain, as a rule, presents some changes. The cerebral 
vessels will be found to be intensely congested, or else an abun¬ 
dant, usually clear, fluid effusion, varying in quantity from one 
fi> eight ounces, will be observed underneath the arachnoid and 
in the ventricular cavities. 

Enlargement of the subMngual and parotid glands, is a not 
infrequent autopsic phenomenon. 



LECTUEE XIX. 

Typhus Fever (Continued.) 

I will direct your attention to-day to the differential diagnosis 
and treatment of typhus fever. 

Differential Diagnosis. —The diagnosis of tliis disease can¬ 
not be definitely determined before the appearance of the erup¬ 
tion. During the pi'ovalence of an epidemic, the sudden onset 
of fever, after a short, sharp, sudden chill, with a rapid rise in 
temperature, dull, heavy, steadily increasing frontal headache, 
pain in the back and limbs, and early and extreme prostration 
are markedly suggestive typhus symptoms. The “mulberry 
rash” on the fifth or sixth day, and the critical defervescence 
about the fourteenth day are characteristic. 

The diseases witli which it is most liable to be confounded are, 
typhoid fever, relapsing fever, cerebro-spinal fever, measles, 
pneumonia, acute Bright’s disease, delirium tremens, remittent 
fever, pysemia and the plague. 

The rules for differentiating typhoid fever and relapsing fever 
(p. 1G6), and cerebro-spinal fever (p..236), I have already given 
you in the lectures upon those diseases. 

Measles as distinguished fropi typhus fever, in children, is 
characterized by the coryza and cough of the pre-eruptive stage, 
by the intensely injected pharyngeal mucous membrane, by the 
brighter tint of the eruption, by the presence of the eruption 
upon the face, and by the absence of nervous symptoms such as 
delirium, prostration and a tendency to coma. 

Pneumonia^ with typhoid symptoms, is sometimes mistaken 
for typhus fever. If there is no eruption present, the appear- 

(291) 
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\Ljxce of the physical signs of pulmonic consolidation, is sug¬ 
gestive of pneumonia; for pulmonary consolidation as a compli¬ 
cation of typhus is not developed until after the sixth day of the 
fever, at which time the eruption is generally visible. 

Acute Britjhfs disease, which at times closely resembles ty¬ 
phus fever, may be differentiated by the lower temperature range, 
by the presence of oedema, and by the absence of the typhus 
^ rash. 

Delirium tremens, occasionally, closely resembles typhus. It 
differs however, in that it is generally marked by a lower range of 
temperature—seldom above 100*^ Fahr.—and by the absence of 
eruption. As a rule it is ushered in by insomnia instead of head¬ 
ache, and under circumstances which establish beyond a doubt 
' the nature of the attack. 

Remittent especially that malignant form which prevails 
in tropical countries, is attended by many symptoms of typhus. 
It, however, lacks the eruption ot typhus, and is apt to be asso¬ 
ciated with other malarial types of disease. It is always attended 
by a greater enlargement of the spleen. 

PycBrnia, septiemmin and erysipelas are often attended by 
many of the nshering-iu symptoms of typhus, and when the 
latter is epidemic, it will be frequently impossible to make a 
differential diagnosis until after the time for the typhus erup¬ 
tion. 

The plague resembles typhus in that it is highly contagious, 
and is attended with marked cerebral and petechial symptoms. It, 
however, differs from it by running a shorter coui’se, and by being 
attended by nausea, vomiting and swelling of the inguinal and 
axillary glands. 

Prognosis.—The prognosis is always grave. It is, as a rule, 
more favorable in childhood and«youth than in old age. It is 
particularly unfavorable in intemperate persons, and in individ¬ 
uals of a gouty diathesis. 

The ratio of mortality varies from six to fifteen or twenty per 
cent. 

Severe headache, early and extreme prostration, a presenti’- 
merit of death, long-continued high temperatare, constant delir¬ 
ium, profound stupor, pin-hole pupil,” “ coma vigil,'* subsultus 
tendinum, carphologia, a copious eruption and a feeble heart 
impulse, are important danger symptoms. The danger is gen- 
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orally proportionate to the copiousness of the eruption, and to 
the severity and early appearaiace of the cerebral symptoms. 

The first indication of recoverij, which usually appears between 
the tenth and tlie fourteenth days, is a diminution in the fre- 
quency of the pulse, accompanied by a fall of two or three de¬ 
grees in the temperature. 

Death commonly occurs about the crisis, but may lake place 
at any period. It may occur by either asthenia or coma, but is 
generally due to complications. 

I'reatment. — Prophylaxis ,—Typhus fever is, in this country, 
almost exclusively, Ian imported tlisease. And its epidemics can, 
in the majority of cases, be traced directly to the introduction of 
the disease through infected Irish emigrants who land in New 
York and other large cities. Hence tlie responsibility of its occur¬ 
rence and spread, rests entirely with the national authorities. 
Much can, however, be dijpe to prevent its spread after it is im¬ 
ported, and, as guardians of the public health, this will be a 
part of your duty. 

Upon an outbreak of an epidemic of typhus, the strictest san¬ 
itary measures should be observed, and more especially in local¬ 
ities where there is over-crowding, destitution and want. The 
iii*st cases of the fever should be isolated in hospitals, and the 
dwellings in wliicli it has broken out sliould bo dejwpulated and 
thoroughly disinfected for one or two days, before the rooms are 
again' inhabited. All typhus localities should be immediately 
quavantbicd. 

There is no known prophylactic ireahnent for typhus, other 
than isolation^ free ventilation, and thorough disinfection of 
everything contaminated by contagion. Fresli air is absolutely 
necessary. All the windows in the &ick I'oom should be kept 
open, regardless of the cold, a*hd if necessary, the patients may 
be covered with blankets to keep them warm. In liospital prac¬ 
tice it has been found that patients do better in open tents, than 
when breathing the confined air of hospital wards. Cleanliness 
is of the utmost importance; all the excretions should l)e 
promptly and thoroughly disinfected with Platt’s chlorides, or a 
solution of carbolic acid. 

During typhus epidemics you should never visit a typhus pa¬ 
tient until after eating, and before the system has become fa¬ 
tigued by the worry and care of the day’s business. Always 



294 


LECTURES ON FEVERS, 


make your visits short, avoid inhaling the eEhalations from the 
patient’s body, and remember that the contagious distance is 
about two feet. 

After recovery or death, all articles worn by the patient, the 
room and all its contents should be thoroughly disinfected by 
the burning of sulphur or the pouring of crude carbolic acid on 
chloride of lime. The bed and body linen, and all blankets and 
flannels that have been about the bed, should, after exposure to 
the disinfecting gases, or immersion in* some disinfecting fluid, 
be thoroughly boiled or baked. Carpets, if they have been per¬ 
mitted in the sick room, should be taken up «nd fumigated, and 
afterwards beaten or shaken, and exposed to the wind and sun¬ 
shine in the open air for several days. The mattrass and pillows 
should be burned. After everything has been disinfected, the 
wood-work of the infected building should be thoroughly cleaned 
with carbolized water (one part of acid to forty or sixty of water), 
the walls whitewashed, and the rooms freely aired for at least 
one week. 

Principal Remedies.— Qelsemiitm is indicated when the fever 
sets in suddenly, after over mental exertion, and when there is 
great prostration of all the vital forces. Baptisia will be of 
service early in the disease, when there is intense headache, with 
extreme depression of vitality, and despair of cure. Bryonia is 
called for during the first week, when there is a dry cougli^ with 
throbbing or darting, tearing pains in the head, aggravated by 
motion, or with mild delirium about business affairs. 

Belladonna when there is great cerebral congestion with throb¬ 
bing of the carotids, or furious delirium, Hyoscyamus when 
the cerebral symptoms are more adynamic, and the patient sinks 
into a state of apathy and stupefaction. It is one of the best 
remedies, when the pains in the head are very severe, or when 
with the delirium tliere is a constant desire to escape. Also if 
there is a good deal of mucous rale. Stramonmm will be of 
service when the delirium is so excessive as to threaten exhaus¬ 
tion. Agqricus is called for when ataxic symptoms are present, 
and when with tremor and restlessness there is a constant desire 
to get out of bed. Phosphoric acid when there is great nervous 
depression with slight febrile excitement. Opium if wild delir¬ 
ium alternates with stupor and stertorous breathing, or if sopor 
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threatens to terminate in paralysis of the brain. Arnica if stu¬ 
pefaction is attended with involuntary discharge of stool and 
urine. Rhus iox. for involuntary foetid evacuations, with an 
accumulation of blackish-brown mucus on the tongue. Arseni- 
cum alb, for uremic convulsions, and when with involuntary 
diarrhea there are a sunken countenance and a dry, cracked 
tongue. Opium for ursemic ‘coma, and for urinary retention. 
Muriafic acid in advanced stafges, when there is complete loss 
of muscular power, and low delirium; the patient is so weak he 
settles down in bed. 

Merc, hi-jod. is the remedy for inflammatory swelling of tlie 
salivary glands and areolai' tissue about the neck. Senega or 
tart emetj for the bronchitis. Phosphorus for lung complica¬ 
tions and when there is extreme nervous depression. If gan¬ 
grene threatens, either arsenicum or varho. veg. will be needed. 
And when there is suddei^ sinking of the vital forces, with apa¬ 
thy, muttering delirium, and an intermittent pulse, verairum alb. 
may do you excellent service. 

Leading Indications.—The guiding symptoms for these and 
other remedies of use in typhiis, may be coinpiled as follows: 

Aconite.—Groat fear of death; he predicts the day he will 
die {ars.). Sensation of emptiness in the head {cocculus) Full¬ 
ness and heaviness in the forehead, as if the brain would start 
out of the eyes {beltj bry.). Burning headache, as if the brain 
were moved by boiling water. Active inflammatory symptoms. 
In sanguine and plethoric individuals. 

Agaricus muse.—Disinclination to answer questions {phos. 
acid). Desire for alcoholic drinks. Sensitive smell {colch.). 
Dry tongue with dryness and constriction in the fauces, ituinb- 
lirig in the bowels with tlie jftissage of much inodorous flatus. 
Delirium with constant raving, tiies to get out of bed {hyos.). 
Contracted pupils; dry, tremulous tongue. Frequent pulse, 
with weakness of the first sound of the heart. Trembling of the 
hands. Pains in the legs, especially in the hip joints. Twitch- 
ings of the gluteal muscles. Cramps of the hands and feet. 

Apis mel.—Stupor with muttering delirium. Sopor, inter¬ 
rupted by piercing shrieks. Tongue swollen, dry, cracked, ul¬ 
cerated and protruded with difficulty (ars., rhus). Great sore¬ 
ness in the pit of the stomach when touched {bry.). Soreness 
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and bloatedness of the abdomen (Zoc/i.). Frequent, foul, invol¬ 
untary stools. Suppression of urine {hyos., opium). White 
miliary eruption on the chest and abdomen. Great weakness 
and slidini; down in bed {mur. add). Carbuncles with burning, 
stinging pains (ars.). Accumulation of tough mucus in the 
throat., 

Arnica.—Stupefaction with foetid breatli, and large, yellowish- 
green spots on the skin. Great weariness compelling the patient 
to lie down, and yet he asserts tliut he feels i)erfectly well {ars .). 
Forgets the words while speaking {rhus). Declines to answer 
questions {plios. add). Confused feeling in the head with pres¬ 
sure over the right brow. Unrefreshing sleep with anxious 
dreams. Muttering and loud blowing during expiration. Desires 
to be constantly moved, the bed feels too hard {hapt). Dryness 
of the lips and tongue. Trembling of the lower lip. Brown 
streak through the center of the tongue {hapt). Involuntary 
discharge of urine and fteces {urs.j hyos.). Petechia). Ecchy- 
moses. 

Arsenicum alb.—Great restlessness and anxiety. Predicts 
the day he will die {aconite). Constant motion of the head and 
limbs. Death-like color of the face {carho. vcy.). Sunken, hip- 
pocratic countenance {verat alb.). Staring, glistening, sunken 
eyes. Hardness of hearing. Lips tlry, cracked and covered 
with sordes. Tongue red, dry and cracked Black, 

leather-liko tongue. Dryness of the mouth with violent thirst; 
drinks often, but little at a time {hell., c*V/cA,opp. hi'y.). Unin¬ 
telligible articulation, as if the tongue was too heavy {carho.veg.). 
Intense burning pains in the stomach and pit of the stomach 
{phos., verat. alb.). Violent and incessant vomiting. Involun¬ 
tary micturition ( hyos .). Weak, tremulous, hoarse voice. Sliort, 
anxious, rattling breathing, with great anguish. Very tenacious 
mucus in the chest {kali bich., tart, einet ). Extensive pulmonary 
hypostasis. Pulse frequent, hard and tense, or small, trembling 
and intermittent. Irregular action of the heart, absence of the 
second sound. White mijiary eruption (Zacft.; Tnitr. acid). Pe- 
techise {rhus, secale, arn .). Boils (mere., sit, sid .). Carbuncles, 
which burn like fire ( ca-iist, mere., sit). Eapid prostration of 
strength (ocontYe, uerttf. aZ6.). 

* 

Arum triph. —Soreness of the hips and comers of the mout^. 
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Swelling of the sub-maxillary glands and neck {mere, hi-jod.). 
Sore, red tongue with elevated papillee. Foetid breath. Boring 
of the nose; picking the ends of the fingers. Symptoms of 
uraemic poisoning (ars., opium). 

Baptisia.—Confusion of ideas {geJs., rhus). Great nervous 
restlessness, especially at night. Dull, stupefying headache 
{gels.). Head feels as if scattered about; tries to get the pieces 
together {strum.). Falls asleep in the midst of attempted an¬ 
swers (am, hijos.). Dark, red face, "with besotted expression. 
Numbness of the head and face. Tongue coated brown, and 
dry, particularly in the center. Feeling as if the lower limbs 
were severed from the body {opium). Sensation as of a sec(.)nd 
self alongside iji bed. The hands feel too large. Sorene.ss of 
the flesh, the bed on which he lies feels too hard (an*., rhus). 
Offensive secretions. 

Belladonna.^—Starting, ijumping during sleep. Sleepiness, 
with inability to sleep {lach.y opium). Violent delirium. Con¬ 
stant desire to spring out of bed (ar/an, hyos.). Attempts to 
bite, strike and spit at attendants (%os., opium). Violent 
throbbing in the brain. Throbbing of the carotids {glon.)^ and 
gi'eat intolerance of light and noise (oco., opium). Pressive 
pain in the forehead, as from a heavy Aveight, obliging him to 
close the eyes (^^a/5.). Sparkling, staring eyes {hyos., siram.). 
Dilated xmpils {gels.). Humming, roaring and tingling in the 
ears. Glowing redness of the face, or else great paleness {hry.). 
Dryness of the mouth, tongixe and throat. Tongue red at the 
edges and white in the center {gels.). Trembling and heaviness 
of the tongue with stammering speech {lack.). Difficult 
deglutition; fluids swallowed, return through the nose {kalihich., 
Idch.). Involuntary micturition and defecation. Tendency to 
slide down to the foot of the bed {mur. acid). Dry, spasmodic 
cough, worse at night (dms., hyos .). Jerking of the bedclothes. 
Starts as if in affright on awaking or during sleep {ars.). 

Bryonia*—Exceedingly irritable, everything makes him angry 
{cham.) Nightly delirium, especially about the affairs of the 
previous day, or business matters. Desire to escape from bed 
and go home. Vertigo with sensation as of the head turning in 
a circle {bell.). Visions when closing the eyes. Buzzing in the 
ears with hardness of hearing. Red, bloated, hot face. Dry, 
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parched and cracked lips. Tongue dry, rough and cracked, often 
of a dark-brown color. White or yellow coating on tongue. Ex¬ 
cessive thirst, drinks large quantities at a time and at long in¬ 
tervals. Nausea and faintness on rising- Stitches in the liver 
and spleen {were .). Constipation. Cough, with stitches in the 
chest, and expectoration ot tenacious, rust-colored sputa (phos.f 
rhus). Typhoid pneumonia. Restless tsleep with moaning and 
with chewing motions (/icZ/.). Great weakness and exhaustion. 

Camphor.—Sudden and great sinking of strength (ars.). 
Extreme lestlessnoss and anxiety (ars ). Cold sweat all over the 
body (vend. alh.). Cold, pointed nose. Face, pale and anxious. 
Sudden sinking spells. Small, weak, scarcely perceptible pulse 
(cai'ho. vefj ). Violent delirium. Great thirst; coldness of the 
tongue (carho, veg., vend. alb.). Rattling in the throat, invol¬ 
untary evacuations. 

Carbo. veg.—Restlessness and anxiety. Greenish color, or 
great paleness of the face (ars ) Hippocratic countenance 
(veraf. <db.)» Coldness of the breath and tongue, at times the 
tongue is moist ami sticky; at others it is dry and cracked. 
Hawking of mucus in the throat. Internal burning, wants to be 
fanned (ars.) Loud, lattling breathing. Cough, with greenish, 
foetid expectoration (.si7 ). Paralysis of the lungs with blueness 
of the face, lips and tongue. Thread-like, scarcely perceptible 
pulse. Ecchymoses. 

Cinchona.—Henseof internal illness, as of impending disease. 
Pressure in the head from within outwards, as it it would burst, 
relieved by hard pressure. Whizzing in the ears, with hardness 
of hearing {phos.. rhns). Bitter taste in the mouth; obstinate 
constipation. Empty emrctatioiis, milk deranges the stomach 
(sulph ). Enlargement of the liver and spleen. Profuse sweat 
during sleep, especially on the side on which the patient lies. 
Great weakness. Protracted convalescence.. 

Cocculus.—Slowness of comprehension. Vertigo with nausea 
when rising up in bed (hry ); must lie down. Heaviness of the 
lids, with 'unconquerable sleepiness. Drowsiness lapsing into 
coma. Stupor; coma vigil. Noise in the ears like the rushing 
of waters. Tremulousness; automatic motions. Weakness of 
the cervical muscles. Drink rolls audibly down the tliroat into 
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the stomach (Zawr., kydr, acid). Great general weakness and 
weariness after oTer-exertion {agaricus). 

Gelsemium. —Dullness of the mental faculties ( hapt ), Drow¬ 
siness, vertigo, and great muscular prostration. Heaviness of 
the head, relieved after profuse emission of watery urine {phos. 
acid). Vertigo and blurred vibion {ms vers.). The brain 
feels as if bruised (hell.). Head feels as “big as a bushel.” 
Cephalalgia with lancin&ting pains extending from the left oc¬ 
cipital region through the head to the forehead and eyeballs. 
Pain as from a tape around the head (incrc.). Drooping of the 
eyelids (rhus). Great aversion to light, with dilatation of the 
pupils (bell). Heavy, besotted expression (bapt). Crimson 
flush of the face. Tongue coated yellowish-white, with foetid 
bieathrf The tongue trembles so he cnn hardly protrude it (brll.^ 
lack., secale). Predominance of nervous symploms (pkos.). 
Complete prostration of tlje whole nervous system (cimwifitga). 

Helleborus nig. —Sensation of soreness in the back of the 
head with stupefaction. Eyes vacant, pupils dilated (bell, hyos.). 
Insensibility. Chewing motions of the jaws (bry.). Convulsive 
twitchings of the muscles (cnpr.). Constant picking of the lips 
and bedclothes. Sliding down in bed {mnr. acid). Small, slow, 
tremulous pulse. Suppression of urine, or highly albuminous 
urine. Trifling loss of flesh. 

Hyoscyamus. —Complete loss of consciourness (bell, opium). 
Muttering with picking at the bedclothes (opium). Muttering 
loquacity (apis). Answers questions correctly, when asked, but 
lapses again into delirium (arnica, bell). Whines and dont 
know why. Coma vigil. Delirium continues whilw awake; sees 
persons wlio are not, and who were not present. Jumping out 
of bed. Thinks he is in the ^rong place. Attempts to run 
away. Desires to uncover and remain naked. Flushed face, 
stupid expression (bapi). -Ked, sparkling, staring eyes (bell). 
Objects appear too large or red ns Are (opp. plat.). Pupils di¬ 
lated (bell, opp. pkos.) and insensible (opium). Constrictive 
sensations in the throat with inability to swallow (bell, stram.). 
Clean, parched, dry tongue. Hiccough; putrid breath. Invol¬ 
untary stools at night (ars., rkiis). Betention of urine (opium). 
Involuntary, urination. Grating of the teeth (apis, hell)* 
Trembling of the limbs. Subsultus tendinum. Hypersesthesia 
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of the skin. Brown spots, or gangrenous vesicles on the body. 
Great nervous excitability without much cerebral hyperfemia. 

Lackesis. —Great mental and physical exhaustion. Sleepi¬ 
ness, with inability to sleep. Aggravation of all the symptoms 
after sleej). Headache, mostly in the forehead with nausea and 
chilliness Loquacious, constantly changing from one 

subject to another. Stupor and muttering delirium {ajns). 
Sunken countenance. Dropping of the lower jaw {lycop., opi~ 
lun). Dry, red or black, cracked and bleeding tongue (ars.). 
Tiambling of the tongiie when protruding it {belh, gels.). In 
putting the tongue out it catches on theteetli or under lij). Dry, 
cracked and bleeding lips. Variable appetite. Desire for oys¬ 
ters {lyc.). Hyperjesthesia of the abdomen. Alternate diarrhea 
and constipation. Dyspnoea. Hawking of mucus with rawness 
in the throat. Burning in the chest (opp. rms.). Irregularity 
of heart-beat {digit). Carbuncles surrounded by small boils 
and purple spots. Falling off of the hair {mere., phos.). In 
intemperate persons. 

Lycopodium.—Depression of spirits (naf,, ptds.). Afraid of 
being alone {ars., o])p. toix). Uses wrong words to express an 
idea {nrn., (inac., graph.). Restless sleep. Pressing headache 
on the vertex, worse from lying down. Tearing pain in the oc¬ 
ciput (cow.). Putrid smell from the mouth. Roaring, humming 
and whizzing in tlie ears {cinch.). Tongue coated white, or else 
re{l and dry Vesicles on the tongue. The tongue is thrust 
spasmodically to and fro between the teeth. Dropping of the 
lower jaw (lack., mur. acid, opium). Fan-like motion of the 
alai nasi. Desire for sweet things. A little food seems to fill 
the stomach full, and causes fullness and distension of the abdo¬ 
men, The urine leaves a red, sandy stain on tlie 8he#t {cinch., 
jdtos,). Chilliness in the rectum before stool. Scanty stool 
with a sensation as if much remained behind. The hair becomes 
gray early. Falling out of the hair {graph.^ mere,, phos,), 

Mercurius.—Great restlessness, weariness and prostration, 
Heaviiiesb of the head with great inclination to sleep. Swollen, 
soft, flabby tongue, taking the imprints of the teeth. Putrid 
odor from the mouth. The tongue is coated with a dirty-yellow 
fur; feels as if burnt {colocyntk). Region of the Ijver painful 
and sensitive to contact {hell, hry.). Swelling and suppuration 
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of the inguinal glands {nit. acid). Frequent urination; the 
urine leaves a whitish seilimeut Ictemid hue of the skin. Su- 
damina. 

Muriatic acid.—When decomposition of the fluids is slow 
and extensive. Continuous delirium; vivid hallucinations. The 
patient is busied with past and ]ii!.sent events. Sleepiness in 
the daytime, sleeplessness at iiight with muttering delirium. 
Constant inclination to slide down in bed. Glistening eyesj 
contracted pupils. Acuteness of the special senses. Excessive 
dryness of the lips, mouth and hmgue. Tongue heavy, like lead,, 
preventing talking. TJie lower jaw hangs down (lach,^ lycop.^ 
opinm). Involuntary micturition and defecation. Pulse rapid 
and very feeble, intermits every third beat {nit ticid). Acceler¬ 
ated l)reathing. Great prostration. 

• 

Nux vom.—Over-sensitiveness to external impressions (c/ucA.). 
Delirious phantasies only cgi lying down. Chilliness on slight 
movement. Dryness of the mouth and tip of the tongue. Hun¬ 
ger Avith aversion to food {opium). Flatulent distension of the 
abdomen after eating {einvit.. hjeop.). Alternate constipation 
and diarrliea. Throbbing in the region of the liver (hnj.). 
Numbness and deaduess of the lower limbs. Heaviness of the 
body (opp. sepia). In thin, slender persons. 

Opium. —Drowsiness or sopor. Complete loss of conscious¬ 
ness ( hyos .) with slow siertorious breathing. Symptoms resemb¬ 
ling delirium tremens. Stupid sleejjlessness with frightful 
visions. Suffocating nightmare. Muttering delirium. Attempts 
to escape {bcM., hyos.). Contracted 7)upils (hyos.,2)hysosti(jm(i). 
Glassy, half-closed eyes. Face dark-rod, bloated, hot (bell.) 
finished (kijos ), or pale and sunken. Bed feels hot, can hardly 
lie on it. Difficult, intermitting J?reathiifg, as from paralysis of 
the lungs (lyc., tart. emet). Deep snoring, slow breathing with 
open mouth. Convulsive movements and numbness of the limbs. 
Retention of urine. .Involuntary stools. Picking at the bed¬ 
clothes (hyos.). Dropping of the lower jaw {lack., mur. aoid). 
In children and old people. 

Phosphorus. —Constant sleepiness. Low muttering delirium 
{am..hapt. rims). Coma vigil. Inability to concentrate thought 
(am., rhvs). Carphologia (arm, hyos.). Contracted pupils 
{opium, physostigma). Humming and roaring in the head*.. 
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Throbbing in the ears (tYtZc), loud whizzing before the eaiB 
{'tnera). ’Dullness of hearing, particularly of the human voice. 
Pale, sallow complexion. Dry, immovable -tongue, cracked and 
covered with sordes (ars., verat alb.). Thirst with desire for 
very cold drinks (rhus). Region of stomach painful to touch. 
Feeling of coldness in the abdomen sepia). Brown urine, 
depositing a brick-dust sediment {cinch., lyc.). Hard, dry cough 
with oppression of tlie chest. Loud mucous rales in the lower 
lobes {iiyecac, iart. emet). Hepatization of the lungs. Small, 
(juick, easily compressed pulse. Heaviness of the lower limbs. 
Ecchymoses. 

Phosphoric acid,—Perfect indifference {cinch., lyc.). Disin¬ 
clination to talk {hell,, phos., opp. stram.). Incapacity for 
thought {gels.)._^ Answers questions slowly and reluctantly or 
short and incorrectly {phos )* Somnolence with muttering de¬ 
lirium. Headache, worse from the least shaking or noise {bell, 
Irtli bich) Deafness vdth roaring ^■n the ears. Dryness of the 
tongue and throat without thirst (nnx). Desire for refreshing 
or juicy things {puls., verat. alb. ). Feeling of lieaviness in the 
region t»f the liver. Involuntary stools. Frequent emission of 
pale, watery urine, forming a milky-white cloud, especially at 
night. Frequent, small, feeble pulse. Cough with pui'ulent, 
offensive expectoration (ans.. Bluish-red spots on the 

parts upon which the patient lies. Profuse night {mere.) and 
morning {cinch.) sweats. In young persons who have grown 
very rapidly. 

Klllis tox.—Great restlessness and uneasiness (ans.). Inco¬ 
herent muttering. Answers questions correctly but slowly ( bry., 
hp'par). Desire to commit suicide {hepnr, nnx). Active delir¬ 
ium and great prostration. Vivid, troublesome dreams of exces¬ 
sive bodily exertion. Fullnesc and lieaviness in the forehead, 
worse from opening or moving the eyes {puls.). Dark, liVid 
HKlness of the cheeks. Dry, red, cracked tongue {hapt, hell). 
Redness of the tip of the tongue in the shape of r triangle. 
Putrid taste and breath. Induration of* the parotid and sub- 
maxillary glands. Great thirst for cold drinks {plios .) especially 
cold milk. Involuntary fetid stools during sleep. Dry, tickling 
cough, worse in the evening and before midnight. Infiltration 
of the lower lobes of the lungs. Erysipelas with great burning. 
Glandular swellings. 
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8ecale corn, —Constant sighing. Great prostration and ex¬ 
treme restlessness. Mania with inclination to bite ( s/mm.). 

Aversion to being covered. Anxiety and burning at the pit of 
the stomach (ars.). Fear of death (ars.)* Cold perspiration 
on the face and forehead. Brown or blackish tongue («rs.). 
Violent, unquenchable thirst. Hiccough (ars.y nux wos.). In¬ 
voluntary diai'rhea (hyos.)^ Suppression of urine. Great trem¬ 
bling when attempting to move. Fuzzy feeling in the extremities. 
Extensive ecchymoses. 

Stramonium.—Stupid indifference (pkos. acid). Desires 
light and company (opp. hi/os.). Loquacious delirium (lach.y 
lachnanihes). Furious delirium; strange fancies; and desire 
to go home (hrij,). Indomitable rage, and desire to bite {beU,^ 
secala). Wide open, staring eyes (helLy lujos*). Transient loss 
of sight, hearing and speech. Oblique vision. Violent thirst, 
especially for sour drinks (6r//., secale). Yellowish-brown coat¬ 
ing on the tongue which is dry in the center {bajjt). All food 
tastes like straw (snlph. ). Black stools wliich smell like carrion 
(a?’s., carho. veg.). Suppression of urine or else involuntary 
urination. Constant restlessness with jerking motions of tlie 
limbs and of the whole body. Carphologia. Subsultus tendi- 
nuin. 

Sulphuric acid.—Irascibility. Hardness of jiearing {calc., 
sulplu ). Dry, red or brown tongue. Aphthje. Swelling and 
inflain Illation of the sub-maxillary glands. Violent hiccough 
(svchIc). Dark, persistent hemorrhages. Blue, ecchymotic spots 
{carho, veg., plios. <icid). Great weakness and prostration. 

Tartar emet.—Stupefying headache with pressure from with¬ 
out inwards, in the forehead and over the root of the nose. 
Irresistible inclination to sle^. White, pasty coating on the 
tongue. Tongue red in streaks and dry in the middle {rhus). 
Continuous anxious nausea {ipecac). Violent and painful urg¬ 
ing to urinate with*8canty or bloody discharge ( can. sat ). Great 
rattling of mucus in the chest {ipecac)- Cough with suffocative 
attacks. Threatened oedema of the lungs (moschus). 

Veratrura alb.—Desire to bite, strike or tear things {hell, 
sirclm.). Coma vigil with frequent starts, as if from fright. 
Sudden sinking of strength (ars., campL). Hippocratic coun¬ 
tenance, Cold perspiration, especially on the forehead. Sunken 
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eyes; pointed nose. Tongue cold (earho. veg,)^ or coated white 
with red tip and edges. Violent thirst for cold water (ar.?., phosX 
Spasmodic constriction of the throat (hyoa.). Suppression of 
urine. Icy coldness of the hands and feet. Petechise on the 
extremities. 

Veratruni vir.—Muttering delirium. Restless sleep, with 
dreams of being drowned. Headache, the pains begin in the 
forehead arid run hack to the occiput and spine. The eyes re¬ 
main open and the pupils are dilated. The face is flushed, or 
else pale and covered wiiji ctritl perspiration. The tongue is 
coated white or yellow, with a red streak down the center. The 
pulse is irregular, hard and frequent, and the lieart beats rapidly 
when turning over in bed {helL), Oppression of the chest witli 
slow, labored breathing. Involuntary urination. Hiccough. 
Subsultus tendinum. Heart failure. 

Zilieum.—Weakness of memory (rrme.). Brain exhaustion. 
Delirium, with attempts to get out of bed (liyos,). Constant 
jerking of the whole body during sleep. Carphologia. Subsul¬ 
tus tendinum. Sliding down in bed {mur. acid). Involuntary 
evacuations. 

HYGIENIC AND DIETETIC TREATMENT. 

The sick room should be large and well ventilated, for in ty¬ 
phus fever bad air is more to be dreaded than ventilation. Al¬ 
ways allow plenty of fresh air to circidate ahoid the patient, day 
and night. For asylums, the hospital tent will always be better 
than the hospital ward. 

Carpets, all unnecessary furniture, and everything that is liable 
to absorb and retain contagion should be removed from the 
apartment. The patient should go to bed as soon as the fever 
appears. All unnecessary visiting should be prohibited. All 
mental and boilily effort should bo avoided. Throughout the 
whole course of the disease, quietude and the strictest cleanli¬ 
ness should be observed. Platt's chlorides-diluted on© part to 
ten, or dome other disinfectant, should be sprinkled freely over 
the bed and on the floor. Cloths Y''et in the solution should 
also be suspended in the room. In severe cases, especially after 
the first week, the patient must not under any circumstances be 
allowed to assume the erect posture, as fatal syncope might re¬ 
sult To prevent hypostatic pneumonia the nurse should be 
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instructed to turn the p^jtient upon one side or the other every 
few hours. 

Tlie diet consists principally of milk, which may be adminis¬ 
tered ice cold if desired. After three or four days, to support 
strength, beef tea, mutton broth, b’prht soups, milk punch, or yolks 
of eggs beaten up in milk, may be alternated with milk. The 
patient should be fed— not over-fed—as often as every twoiiours 
during the day,*nnd every three hours during the night, except 
when quietly sleeping. Water may be administered without 
stint. When food is obstinately refused or cannot be swallowed, 
life may be sustained by pouring liquid nourishment into the 
stomach, by means of a long tube ])asBed through the nose, or by 
rectal alimentation. The hypodermatic method of administering 
remedies (p. 98) will also be of service in such cases. 

Sponging the body every night with warm whisky and water 
is not only grateful to the ]#atient, but is also useful as a sanitary 
measure. 

Concerning 6a/As, which are deemed advisable unless adynamia 
is present, Loomis, who has had large experience with typhus in 
this country, writes: “ As soon as the temperature of the patient 
rises to 104" Fahr. he must be placed in a bath, the temperature 
of which is about ten degrees below that of the patient; grad¬ 
ually, by the addition of ice or ice-water, bi*ing the temperature 
of the bath down to 68® Fahr. or 70® Fehr. The patient must 
be kept in the bath until his temperature falls to 101° Fahr. or 
102° Fahr., then taken out, quickly dried and placed in bed. For 
some time after the removal from the hath, the axillary temper¬ 
ature will continue to fall, as the trunk parts with heat to the 
extremities. As soon as the temperature rises again to 104° 
Fahr. the patient must receive jtnother'bath. If the patient is 
suffering with intense pain in the head, or is actively delirious 
during the bath, ice-bags may often be applied to tlie head with 
benefit. 

“As soon as you have passed the first week of the disease, 
having kept the patient’s temperature below 103° Fahr., usually 
it will not be necessary or advisable to continue the baths.** 

The consiipaiion of typhus may be rllieved by |;he adminis¬ 
tration of enemata of strong, warm soap suds or of thin gruel. 

Stimulants are very generally required in typhus fever, after 
the fourth day. They are seldom needed before the appearance 
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of the eruption, and are most useful in the second week, espe¬ 
cially at the approach of the crisis. They should be given in 
cases of gi'eat prostration with low muttering delirium and a 
tendency to coma, and continued for several days, especially if 
under their administration, the patient becomes stronger and 
more rational. A copious, dark eruption with coldness of the 
extremities, calls for stimulants; while active delirium, head¬ 
ache, scanty urination, and intense heat of the cutaneous surface 
render their administration inadvisable. As in other fevers, the 
first sound of the heart and the character of the pulse are the 
best indications. 

No positive instructions can be given as regards the amount of 
stimulation required in each case. The quantity necessary va¬ 
ries from one ounce to ten or twelve ounces of brandy or whisky, 
daily administered in tablespoonful doses. It is rarely neces¬ 
sary to give more than eight ounces in twenty-four hours. Brandy, 
whisky and champagne are the best stimulants. Where steady 
stimulation is called for, a tablespoonful of brandy or whisky 
punch (prepared by putting two tablespoonfuls of brandy or 
whisky into a tumblerful of milk) may be given alternately with 
two tablespoonfuls of beef essence (p. 190) or of beef tea (p. 193), 
every two hours. i. 

Ale or porter may be allowed, if desired, during convalescence, 
in preference to other stimulants. 

Prematm;e exposure, over-exertion and excessive eating should 
be carefully guarded against 
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Relapsing Fever. 

I shall speak to-day concerning livlapsing fever, the second in 
our^list of contagums fevers. 

Definition.—It may defined as an'acute, peculiar, conta¬ 
gious fever, occurring in the form of an epidemic, cliiefly met 
with during seasons of scarcity and famine, due to the action of 
a specific poison, supposed to be a mpirillar organism. It is char- 
actei’ized by a succession of febrile and non-febrile events, and 
consists of: 1. The marked by quick onset, 

commonly at sunset, with or without chills or rigor; frontal head¬ 
ache, arthritic and muscular pains; a coated tongue, thirst, ano¬ 
rexia and constipation; tenderness over the liver and spleen; 
high-colored urine; high and persistent pyrexia; a rapid bxit weak 
pulse; occasionally delirium; and a typical crisis on the fifth, sixth 
or seventh day, almost invariably attended with copious perspir¬ 
ation. 2. An intermission when the patient, though extremely de¬ 
bilitated, feels perfectly well, and which, when a relapse super¬ 
venes, comes to an end in sevemdays. 3. A first relapse which is 
usually ushered in at noon, with or without a distinct chill; runs 
a course similar to that of the attack of invasion; and terminates 
by an abrupt crisis-on or about the fifth day. Convalescence, which 
is generally rapid, usually takes place upon the termination of the 
first relapse; occasionally a second, and still more rarely a third or 
fourth relapse occurs. A fatal result is infrequent, but may 
liappen in consequence of sudden syncope, hemorrhage, or from 
suppression of urine and coma. No constant specific lesions are 
found upon examination after death. One attack afibrds no ixu- 
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munity from subsequent attacks. The duration varies from 
fourteen to twenty-six, or thirty-nine days. The period of incu¬ 
bation varies from five to seven days. 

Synonyms. —It is otherwise known as spirillum fever^ and has 
been described by different writers as famine fever, five day fe- 
ver» seven day fever, short fever, bilious relapsing fever, hunger- 
pest, Gujerath sickness, contagious or jaundice fever, Silesian 
fever and Bombay fever. 

History.— Relapsing fever is by no means a new disease, as 
there are numerous evidences of its having existed from a very 
eaily period. Spittal referring to its antiquity, states that the 
epidemic described by Hippocrates as having occurred more 
tlian twenty centuries ago, in the island of Thasos, in the .^gean 
sea, off the coast of Roumelia, must have been relapsing fever. 
In modern times the disease has prevailed at different epochs, 
and was first clearly described by Dr.^John Rutty, of Dublin, 
in 1739.’ 

Wide-spread epidemics of relapsing fever and typhus fever 
prevailed in Ireland and Scotland in 1817-19. 

Following a commercial crisis, they again broke out in Ireland, 
in the summer of 1826, and extended to England. For sixteen 
years thereafter, relapsing fever remained unobserved. 

An outbreak occurred in 1842, starting first on the east coast 
of the county of Fife, and extending over Scotland and England. 

The first epidemic occurred in this country—where relapsing 
fever is not indigenous—in 1844, and was directly traceable to 
the landing of two infected Irish female emigrants from a Liver¬ 
pool packet, at Philadelphia. 

Following the failure of the pqjato crop in 1846, an extensive 
epidemic started in Ireland, and extended all over the British 
Isles. About this time an epidemic, consisting partly of relaps¬ 
ing fever and partly of typhus fever, prevailed in upper Silesia. 

From 1847 to 1851 it appeared again in New York and Buffalo, 
and in several of the larger Canadian towns. 

During the summer of 1855, it prevailed among the British 
troops in the Crimea. 

Following the liberation of the serfs, it appeared in Russia, 
principally among the poorest and most destitute classes; first- 
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at Odessa, in 1863, and then at St. Petersburg, in 1864, where it 
has prevailed ever since. 

In 1867, typhus fever and relapsing fever reap^)e^ed in Sile¬ 
sia, and extended in the following year to Germany. 

In 1869-70 it prevailed to a considerable extent in Philadel¬ 
phia, New York and other lar^o cities of tliis country. Like the 
former epidemic it was directly traceable to importation through 
Irish and German eraigi ants. 

In the latter i)art of 1872, relapsing fever broke out in Berlin, 
and reappeared in 1878 and 1880. 

It prevailed in the Bombay Presidency, and in Northern and 
Western India, from 1877 to 1880. 

An extensive epidemic, occurring mostly among males, pre¬ 
vailed at Kouigsberg, in 1879 and 1880. 

Nearly all the epidemics of relui)sing fever have originated in 
Ireland, and Imve generally been associated witJi want and over¬ 
crowding. Central foci^are supposed to exist in the Asiatic 
provinces between Ilussia and India. 

Etiology.—The causes of relapsing or spirillum fever, are of 
two kinds, viz., predisposing and exciting. 

1. The Frediajxmng Causes.—Age exerts a slight influence. 
Nearly one-third of all cases occur in early life, and about one- 
fourth occur between the ages of twenty and thirty years. After 
fifty years of age the disease is rarely observed. 

Occupation^ excejjt us it involves actual exposure, as is the case 
with hospital internes, physicians, nurses, etc., does not predis¬ 
pose to relapsing fever. 

DesfHuiian and bodily fatigue jday the most important j^art 
among the predisposing causes of the fevei*. The connection of 
spirillar infection with individual want is very marked. Failure 
of crops, or scanty food necessitated by hard times, has preceded 
almost every epidemic. Occasionally the disease has developed 
and spread among-those who were well-to-do, and were well fed. 
But, as a rule, no great epidemic has ever arisen or spread to 
any considerable extent among a prosperous and well-fed people. 

Exposure to heat or wet, with or without excessive physical 
exertion, has been observed to have a special predisposing efleci 

Over-crowding exerts a powerful predisposing influence. In¬ 
fected localities are usually those limited districts where pauper 
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emigrantB congregate, and where excessive over-crowding of 
apartments or of houses is the rule. 

2. The Exciting Cause ,—Since the discovery by Otto Ober- 
moier, in 1868, of the constant presence of certain thin, thread¬ 
like, spiral fungi— spirochceti—rin the blood of relapsing fever 
patients, the parasitic nature of the contagion and the possibil¬ 
ity of the existence of pathogenic bacteria have become almost 
positively established. These spiral filaments (fig. 6) named by 
Cohn, spirillum Ohermeieri, in honor of their discoverer, are ex¬ 
ceedingly slender, seldom measuring more than 0.15 to 0.2 mm. 
in length, and 0.001 mm. in diameter. In them, we, in all prob¬ 
ability, have the infecting principle of relapsing fever, which 
admits of being conveyed from the sick to the healthy, and is 
capable, under favorable conditions, of undergoing development 
and indefinite reproduction. And yet, notwithstanding it is a 
generally accepted belief that the spirillum is the cause, and not 
simply an accompaniment of the disease, our present knowledge 
would not justify us in declaring any given case, not one of re¬ 
lapsing fever, because the fungal mycelia are not found during 
the stage of pyrexia. 

The question whether or not the spirillum alone and per se 
produces the fever, cannot be definitely answered until its pa¬ 
thogenic power after cultivation, as well as after simple isolation,, 
has been tested. Drs. Koch and Vandyke Carter have succeeded 
in producing relapsing fever in monkeys, by inoculation with fresh 
spirillar blood, but failed to produce infection with either non- 
spirillar or desiccated blood. They also succeeded in their cul¬ 
ture experiments with infected serum, alone or after dilution 
with aqueous humor, outside of the human body, but found that 
the spirillum does not grow as freely as does the bacillus antlnri- 
cis. They have not as y^t succeede^l in producing the fever by 
iiioGuiatioii with the cultivated spirillum, but their success in 
producing charbon or splenic fever, with the cultivated bacillus 
anthracis proves that diseases can be so produced, and destroys 
the theory, held by a few, that septic poisoning alone is the cause 
of pyrexia. 

True to its plant life, it is probable that the spirillum observes 
that periodical order of growth which belongs to the vegetable 
kingdom, and as a natural inference the periodic recurrence of 
fever, must be intimately associated with corresponding growth- 
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states of the parasitic organism. The maintenance of fever is 
strictly commensurate with sustained parasitic growth; and the 
sudden termination of fever is unquestionably related to cessa¬ 
tion of parasitic gi'owth. Each a^Syretic interval is strictly the 
incubation period of the following febrile event JSome of the 
fatal and more serious results .-f spirillar infection are referable 
to the premature growth of spijochaati in the blood, causing in¬ 
creased liability to obstructions of the circulation. The death 
of the parasitic organisms is supposed to depend upon the de¬ 
gree of consistency of the blood. Spirillar filaments have l)een 
detected in hemonhagic effusions and in the menses, but have 
not as yet been found in the saliva, sweat or urine. 

Direct importation is, at least in this country, the probable 
method of introduction of relapsing fever. The apparently in¬ 
dependent origin of some epidemics may be explained by con¬ 
sidering that with a return of the tionditions adapted to their 
growth, the germs or “ lading spores ” produced during previous 
illness, and remaining for a long time dormant in the earth or 
building, may become suddenly revivified. A purely spontaneous 
origin is, in these progressive times, absolutely inadmissible. 

As soon as relapsing fever has appeared in any locality, it not 
only spreads with great rapidity, but also tends to form pestilen¬ 
tial centers for itself, in districts inhabited by the poor. The 
contagion is only freely communicable by the atmosphere, as 
only those attendant upon the sick, or who visit them in their 
close, illy-ventilated quarters, or live in adjoining apartments or 
dwellings, are liable to take the fever. The probable channels 
of infection are, the breath and the cutaneous transpiration of 
tlie sick. Impure drinking winter is believed by some to be an 

important carrier of the infecting principle, 

•* 

The role of fomites lias not as yet been clearly ascertained. 
In some epidemics, especially in this country, the laundry wo¬ 
men in hospitals were never affected by the fever, while in others, 
particularly in Ireland, they contracted the disease without'’di¬ 
rect contact with the sick. Exceptionally the disease has been 
transported to a distance by infected clothing. Sleeping on 
empty ward-cots, previously occupied by persons sick with re¬ 
lapsing fever, has frequently led to the illness. 

By the inoculation of fresh febrile blood, on healthy men, the 
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incubation period has been ascertained to be not less than five, 
nor more than eight days. 

One attack affords no immunity from subsequent attacks. In 
Ireland, Russia, India and Egyj)t, the social conditions and rela¬ 
tions of tlie pauper population are such as to render the disease * 
practically endemic within certain areas. 

Friun this brief review of the etiology of relapsing fever, Ave 
are led tt) the following conclusions: 

]. That it is due to a specific j^oison, probably the spirillum 
Obermeieri. 

2. That the j^oison is communicated from the sick to the 
healthy, solely by actual contact Avith the personal exlialations' 
of the patient. 

3. 'rhat tlie disease is c(»mniunieabie during its successive 
febrile manifestations, and also for a short time both preceding 
and folloAving the earliest of these. 

4. That, while famine^ over-crowding and bad ventilation fa¬ 
vor its spread and increase its severity, they never originate it. 

5. That the poison passes into the systein mainly through the 
respired air. 

C, That a prom})t re-infection is possible, no immunity being 
conferred by a first attack. 

Forms.—Relapsing fever may be arranged, according as the 
fever does or does not return, into two main forms: 

1. The Abortive Form^ characterized by a single febrile attack 
—common in the loAver animals, but uncommon in man. 

2. The Recurrent or Ordinai’y Form^ Avith one reUepi^e — most 
frequently seen; with two relap^ies —less frequent; with three 
relapses — rare; with, four relapses —very rare. 

(clinical History.—Tlie clinical history of the ordinary form, 
embraces a description of the invasion attack or primary par¬ 
oxysm. the first non-febrile interval or stage of intermission, the 
second attack or relapse, and cohvnlescence. 

The Primartf Paroxysm ,—Prodromes are seldom recognized, 
as the onset of the disease is usually abrupt. Commonly about 
sunset the patient is seized with a high fever, ushered in by a 
severe rigor or by a distinct chill. Accompanying the chill there 
are severe headache (usually frontal), pains in the spine and 
limbs, nausea and, not infrequently, greenish vomiting with a 
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sense of weakness and indisposition for exertion. The temper¬ 
ature rises rapidly, and may reach 104^ Fahr. in the morning 
and 105^^ Fahr. in the afternoon of the first day. During the 
two or three days following there is but little variation, the acme 
being frequently reached during the first twenty-four hours. 
The pulse is soft and compressible; like the temperature it in¬ 
creases rapidly, and may vary-from 110 or 120 to 140 or even 160 
per minute within the first twenty-four Jionrs. The eyes be¬ 
come injected early; tlie tongue is white and moist, occasionally 
if there is a typhoid tendency it becomes diy. The bowels are 
constipated; tJiirs.t is considerable. 

iVs the disease progresses, the pains in the back and extremi¬ 
ties increase in intensity, and are stabbing and lancinating in 
character. They extend to all parts of tlie body, but are most 
severe in the calves of the legs. Sleeplessness, as a result of 
the muscular pain is a frequent and distressing symptom. The 
mind usually remains undisturbed; occasionally active delirium 
occurs. The liver and spleen become large and tender, after the 
second day, and there is more or less delirium. The urine is 
scanty, shows a sp. gr. of 1015 to 1017, is acid in reaction, de- 
hcieiit in chlorides, and contains no albumen; when jaundice is 
present, it contains bile pigment. 

In the evening or during the night of the sixth or seventh day, 
after a brief augmentation of all tlie symptoms, a remission sud¬ 
denly occurs, attended by a profuse persjiiration. I’lio temper¬ 
ature falls 5'^, 7“ or even 10 ', so that in the morning the body- 
heat may be below the normal standard. Tlie pulse declines, 
but becomes small and feeble. The number of respirations also 
diminishes, and the breathing approaclies the normal. The 
headache, the muscle pains and the abdominal uneasiness sub¬ 
side. The tongue speedily c.lffans, the appetite returns, and the 
jaundice begins to fade. The spirilla observed in the blood 
during the paroxysm have now disap])eared. And, excepting a 
sense of weakness, the pcatient, who but yesterday was watched 
with great anxiety and alarm, now regards himself well. He 
has, however, only entered upon the stage of intermission. 

The Stage of Intermission .—After about a week, sometimes 
not more than three or four days of apparent convalescence,, 
usually between the twelfth and twentieth days of the disease, 
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the patient is taken suddenly ill with all the phenoinena of the 
primary fever, and enters upon the stage of relapse. 

The Stage of Belapse ,—The advent of the second attack, 
which usually occurs at noon or in the night, is generally attended 
by chilliness or rigors. The pulse increases in frequency, but 
reaches its maximum more slowly and gradually than in the pri¬ 
mary paroxysm; occasionally within twelve hours it reaches 14(> 
per minute. The temperature rapidly rises to 102^ Fahr.—ex¬ 
ceptionally to lOd'" Fahr. or 108° Fa^.—on the first day; but 
soon the body-lieat is higher than during the invasion attack. 
The common symptoms are usually those of the primary parox¬ 
ysm, only they are, as a general rule, less marked, and are at¬ 
tended by greater debility. As in the primary paroxysm, the 
blood-spirillum is always found upon microscopic examination. 

The duration of tlie relapse varies from two to seven days; 
usually it is about three days. Generally the second crisis, which 
occurs oftenest during the night, is a^ abrupt as the first, being 
accomplished in a few hours, and accompanied by a profuse per- 
si)iration. From this period the patient usually goes on to com¬ 
plete recovery. When a seconcl relapse takes place, the mean 
duration of this, the second non-febrile interval or intermission, 
is ten days, and that of tlie relapse is two or three days. As 
many as three or four relapses may occur, but generally conva¬ 
lescence is assured after the second non-febrile interval. 

Caiivalesv.eim*-, —Convalescence, which usually lasts as long as 
all three preceding periods—three to six weeks—is marked by 
a condition of comi^arative comfort. But, notwithstanding the 
rapid return of the appetite, the emaciation, the loss of strength 
and the arthritic and muscular pains remain for some time. 
Anauuic murmurs, frequently noticed during the course of the 
fever, are often present during the first half of the convalescing 
stage. Post-febrile oedema of Ifie feet and sometimes of the 
hands and face is not infrequent. 

The death-rate in relapsing fever seldom exceeds two or three 
per cent. Death may occur, usually at the close of the relapse, 
from the intensity of the fever, and tlie consequent exhaustion. 
In a limited number of cases it may take ^.lace in consequence of 
lung complications, sudden heart-failure, cerebral hemorrhage, 
pytemia following splenic abscess, or from urinary suppression 
with coma and convulsions. 
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Complications. — P^ieumonia, often double, is a frequent and 
serious complication of relapsing fever. When death occurs 
from this complication, it is usually within a week or ten days 
after the first crisis. 

Cerebral hemorrhage is B*frequeut and fatal coraplication, oc¬ 
curring mostly about the termination of the specific fever. It 
is marked by the rapid onset of cerebral compression, the speed¬ 
ily deepening coma, and the previous absence of head symptoms. 
Contracted pupils, when present, indicate surface cerebral ini- 
tation. 

Sudden collapse and death from heart-failure may occur as a 
result of organic disease. 

Post-febrile ophthalmia is a not infrequent complication, ap¬ 
pearing usually a few days after the invasion attack. It occurs 
oftenest in adult males, and affects chiefiy-the right eye. 

Diarrhea and dyse^iterif often ai)pear as complications. They 
occur most frequently durfhg the relapse, and in some epidemics 
they are so severe and exhausting as to cause death. 

Enlargement of the sph^en at times remains persistent; in rare 
instances abscess accompanied by pyrnmic symptoms occurs. 

Anosmia not infrequently occurs as a sequel. 

Duration.—The duration of an abortive attack of relapsing 
fever is fourteen days, of which seven are febrile. That of an 
ordinary attack with one relapse is twenty-six days, of wliich 
twelve are febrile. Rarer attacks with two relapses have an av¬ 
erage duration of thirty-nine days, of which fifteen are febrile.. 

ANALYSIS OF OHAKT. 

The Nervous System.— T7^?*/*V/o occurs as an early symptom, 
and is more or less marked during the first and third stages of 
the fever. 

Headache is the commonest of all symptoms. It is chiefly 
frontal, and the feeling is oftenest described by patients as 
“great heaviness,” sometimes as “splitting” or “throbbing.” 
Its duration is usually limited to that of the febrile state. In 
the severer forms of the disease, marked at the close by delir¬ 
ium, the headache is often severe. 

Musculary arthritic and osseous pains are nearly always pres¬ 
ent. They commonly appear with the fever, augment and decline 
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with the changes of pyrexia, and subside at the crisis, leaving 
behind them marked muscular weakness. 

Debiliiij comes on early, and is generally marked. It is not us 
severe as in typhus fever, but being commonly associated with 
vertigo and arthritic and muscular pains, it compels patients to ■ 
take to their beds. Tlie ordinar\^ strength is not regained until 
convalescence is far advanced. 

The Digestive Tract. —TVemst is a ctmstant symptom during 
the fever. It is usually most.persistent and intense in subjects, 
of low type of fever. 

Appcfite is usually wanting during the fever. At the critical 
fall it often returns as promptly as the other signs of relief. An 
inordinate appetite has been noticed in some cases, near the end 
of a relapse, just before probable acme and suddcm death by 
cerebral hemorrhage. 

The iongue, as a rule, u^ergoes changes corresponding very 
closely with those taking place upon the cutaneous surface. It 
is dry when tlie latter is dry, and moist when it is moist. It is 
generally coated, the fur being either whitish, yelh)wish-white 
or brownish in color. Occasionally the organ is dabby and 
indented at^ifcs edges by the teeth. Sometimes, particularly in 
young x^ersons, the papillie are enlarged, and the tongue presents 
a “ strawberry'' aspect. Pallor of the tongue usually attends 
the crisis. 

Nausea, either alone or preceding and alternating with vom¬ 
iting, is a not infrequent symptom. 

Vomiting occurs alike in the abortive and ordinary or relapsing 
forms of the fever. It is generally active in character, and oc¬ 
curs oftenest in young men. The vomited matters consist of the 
ingesta, and of glairy mucus and diluted bile of varied hue. 
Specks and small streaks of blood are sometimes present in the 
ejected mucus. At timesi when the stomach is unusually irrita¬ 
ble, the change of posture will induce the recurrence of vomiting. 

Epigastric tenderness is a common symptom. Notable ten¬ 
derness exists, in some cases, over the liver and spleen. 

Splenic mlctrgement is a prominent and characteristic symp¬ 
tom. It occurs early and may often be detected during the first 
twenty-four hours. It steadily increases in size during the feb¬ 
rile period, and rapidly diminishes in the intermission and during 



318 


LECTURES ON FEVERS. 


convalescence. At the close of the primary paroxysm it has 
attained its maximum size, which may be two or three times its 
natural bulk. It can then be felt tlirough the abdominal walls. 

The liver is slightly enlarged. 

Jaundice occurs in a small proportion of cases. It rarely ap¬ 
pears before the third or fourth day of the invasion attack, dis¬ 
appears during tlie intermission, and reappears during the 
relapse. It is seldom persistent, usually vanishing in a few days. 

Constipation may be present for a few days before the onset 
of primary fever. Usually tlie alvine functions remain undis¬ 
turbed. Intestinal catarrh sometimes occasions more or less 
persistent diarrhea. 

The Teiiiperuture.—In well-marked uncomplicated cases the 
course of t’he’'fever is typical (fig. lb). The temperature rise 
is always sudden and is usually connected with increasing growth 
and spore production in the blood. ^ Often during the initial 
chill or rigor it reaches 102 ' Fahr., and generally within twenty- 
four hours it goes up to 104'' Fabr. or 106 ’ Fahr. Not infre¬ 
quently it attains its maximum on the first day. Generally the 
liighest temperature is observed just before the crisis. The tem¬ 
perature curvo is irregularly remittent, being interrupted by sol¬ 
itary peaks of exacerbation. The morning and evening varia¬ 
tions in the diurnal cur\^e, range from a few tenths to one or 
one and a half degrc^. 

At the crisis the downfall occurs with a rapidity that is char¬ 
acteristic. The temperature falls fj'om 4'^ Fahr. to lO'^ Fahr, in 
an unbroken line within twelve hours. For one or two days the 
morning temperature may even be sub-normal—95® Fahr, to 97® 
Fahr 

With the onset of thU relapsf, the temperature rise is again 
quite sudden, reaching 102® Fahr. or 104'’ Fahr. in an abrupt 
line within a few hours. The peaks grow daily higher .and 
higher, and the last represents the maximum temperature of tlie 
relapse, which is somewhat higher than that of the primary par¬ 
oxysm—105® Fahr. to 108® Fahr. 

Defervescence usually succeeds by a rapid and unbroken fall 
of 7® Fahr. or even Fahr. in twelve hours— a fall greater 
than that of any otlier disease. 

The Pulse. —The pulse rises rapidly, and varies from 90 to 
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120 or 140 per minute. It is eight or ten beats faster in the 
evening than in the morning. It is often full and tense during 
the febrile paroxysm, but becomes soft and compressible after 
the crisis. During the rapid defervescence following the crisis it 
may fall from 140 to 50 in a few hours. 

The cardiac impliise and fii’st sound are weakened after the 
crisis, but gradually regain their power as convalescence becomes 
established. During tlie primary paroxysm and tlie relapse, soft 
systolic murmurs are not infrequently heard upon auscultation, 
at the base of the heart. 

The Cutaneous Surface.—In both the primary paroxysm and 
the relaj^se, the skin becomes moist shortly before the tempera¬ 
ture declines. The critical termination of the relapse is often 
attended with sweat, more copious than in an intermittent par¬ 
oxysm. In most cases tlie sweating is so excessive that the 
clothes and even tlie bedding become saturated. Partial or 
nocturnal sweating is not uncommon 65r two or three days after 
the crisis- 

SuddminUt varying in size from a pin point to a split pea, are 
observed in some ejndemics. They are commonest at the crisis; 
sometimes they appear in successive crops. A branny exuvium 
or a desquamation of the cuticle in flakes sometimes occurs. 

The Urine. —The urine-changes in relapsing fever are singu¬ 
larly slight. At or near the acme, the urine is scanty, acid, and 
high-colored. Though cloude<l, it leaves no lateritious deposit 
on cooling, such as is found in other febrile diseases. 

AlbunwH in small proportions is not uncommon. Blood and 
tube-casts are rarely observed. When jaundice exists, bile pig¬ 
ments are present in the urine. 

Morbid Anatomy. —No invari'able lesion is found after death 
from relapsing fever. The special features of the disease are . 
principally cerebral hemorrhage, pneumonia, collapse of the 
lungs, enlargement and pallor of the liver and kidneys, enlarge¬ 
ment or firmness and infarcts of the spleen, congestion and ex¬ 
travasations in the intestinal walls. 

Emaciation is rarely extreme. 

CadatH^ric rigidity appears early and is long continued. 

The brain presents no cliaracteristic changes. Serous effu¬ 
sion, usually clear and yellowish, and practically limited to the 
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loose sub-arachnoid tissue at the vertex and sides of the brain 
is Boiiietimes obsei'ved. Marked effusion is most Commonly seen 
at the close of the febrile paroxysm. More or less copious hem¬ 
orrhages in the arachnoid and sub-arachnoid spaces, esi^ecially 
over the upper convexity of the hemispheres may be found. 
Fatty degeneration of the smaller vessels sometimes attends the 
cerebral hemorrlialge. The deeper seated substance of the brain 
rarely becomes affected. Heydenricli and Carter have noticed 
tJio yx)ssible formation of emboli in the smaller vessels from the 
clustering and aggregation of the spirilla into compact masses. 

Thr sjtlecn will be found considerably enlarged, especially if 
deulli has occurred during the febrile state. The capsule is 
tiuck(uiod, smooth, tense and slightly clouded, and the malpi- 
ghian tufts are more prominent than normal. After the crisis 
tlie t>rgaii will be found to be diminished in size, and the capsule 
will i)rGsent a shriveled appearance. Wedge-sliaped infarc¬ 
tions, or altered portions ^f the spleen-pulp, are occasionally 
met witli. They ai*e commonest at the edges of the organ. Ex- 
copiiojially they break down and form abscesses. 

I'/ic liver is commonly enlarged and of a yellowish-gray hue. 
Tlie onlargenieiit may be due to cloudy swelling and pigmentary 
or fatty transformation of the gland cells. Congestion is often- 
cst noted immediately after tlie cessation of fever. 

The Jcidnetfs are enlarged, flabby, friable and of a pale yellow¬ 
ish color. Congestion of the mucous membrane of the pelvis, 
and cloudy swelling of the renal cells are frequently seen. 

The stomach frequently disi3lays small spots of blood extrava¬ 
sation upon its mucous surface. 

The intestines j)resent no changes otlier than those of conges- 
ti<3n, inflammation or hemorrhage, affectbig the ileum ai*d lower 
end of the jejunum. * * 

The. heart, in a lai'ge proportion of cases, shows no structural 
change. In some instances fine, granular infiltration of the mus¬ 
cular fibres lias been observed. Blood-clots are generally present 
in the heart-cavity; and small quantities of clear serum are fre¬ 
quently found in the pericardial sac. 

The hnujs frequently display the changes in structure incident 
to the occurrence of bronchitis or pneumonia as complications. 

The h}(X)d of relapsing fever patients presents a number of 
.striking changes. During the primary paroxysm, for the first 
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few days the plasma is often clear, later on it becomes clouded. 
The white blood-cells are increased in qxiantity, and the red discs; 
frequently present a bent or cupped, shriveled aspect. Leuco¬ 
cytes increase in numbers as the attack progresses, until the 
acme is reached. Large, colorless granule-cells are frequently 
observed at the close of the febrile period. They are oftener 
found in the relapse than in the primary paroxysm. Their source 
is supposed to be from the spleen and lymphatic system. Fila¬ 
ments, granules, or short rods have also been observed. They 
have been noted during the primary paroxysm, but have been 
oftenest seen at the critical defervescence. Their nature and 
origin is unknown. 

Spirilla or spirochasti are commonly present. As seen in 
freshly drawn hlood, they appear as colorless, slender, twisted 
filaments, actually moving in the liquid plasma, until coagulation 
begins, when they ^eek refuge amongst the red corpuscles. The 
quiescent filaments have a length oi^from two to six times the 
diameter of a red disc. They resemble a spiral rod, with from 
four to ten spiral tunis. From five to ten spirilla are generally 
visible in the field of the microscope at one time; occasionally 
they appear in swarms. As a rule, not less than one spirillum 
will be found in an ordinary specimen—one-fourth of a drop— 
of infected blood. If there are 250,000 millions of red discs in 
the human body, one spirillum to one thousand discs would give 
an aggregate of about two hundred and fifty millions of blood- 
parasites. 

Spirilla are absent during the early stage of the incubation 
period, but are present during the latter part of it. They rapidly 
increase with the advent and during the progress of the fevei'. 
They disappear, as a rule, rapidly, with the cessation of the 
fever. The ordinary tluration-of individual spirillar organisms 
has not been ascertained. The length of visible blood infection 
varies from two or three to eight or ten days. 

By contact witli the sick, or by inoculation of blood containing 
these spiral organisms or tlieir germs, relapsing fever may be 
conveyed to new or old subjects. 

Differential Diagnosis, —The diagnosis of relapsing fever 
after,the disease has ended is extremely easy; but at tho begin¬ 
ning of an epidemic, during the primary paroxysm, it is often 
attended with difficulty. 
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The distinctive characters are, the abruptness of invasion, the 
unusual rise in temperature, tlie prominouee of severe muscular 
pains of a rheumatic character, the occasional occurrence of 
jaundice accompanied by more or less tenderness and fxillness in 
the hypochondrium, the critical defervescence about the fifth or 
seventh day, and the almost constant occurrence of a relapse on 
the twelfth or fourteenth day. 

The pathognomonic iesU I would have you remember, is the 
presence of sjn rilla in the blood the periods of invasion 

and relapse. Do not understand me as saying that the disease 
is to be invariably recognized by this blood-test, hut believe me 
as aflirjiiing that the exi^eriments of recent investigators dem¬ 
onstrate that when the test is applicable it settles for good a 
doubtful diagnosis. 

To demonstrate the spirilla it is necessary to employ magnify¬ 
ing powers of not less than 500 diameters, and for special inves¬ 
tigation the higher power>mmersioii-lenscs are needed. Carter 
recommends that a minute drop of fresh blootl be taken from the 
washed finger of the patient, by pricking with a needle, and 
placed on a tliin glass ettver, which is then inverted and put on 
tlie slide for examination. The examination is best ctmducted 
by daylight, in cases of doubt more than one specimen should 
be examined. Dried specimens are not as serviceable as fresh 
ones. 

The diseases with which it is possible to confound relapsing 
fever are, typhoid fever, typhus fever, cerebro-spinal fever, re¬ 
mittent fever, yellow fever, dengue, sinall-pc»x (previous to erup¬ 
tion) and measles. 

Tlie chief points of contrast between relapsing fever and 
typhus^ typhoid (p. 166) and (kn^ehro-spinal (pp. 166 and 236) 
fevers, you are already so familiar Avith that their repetition is 
unnecessary. 

Remittent fever, eppecially when tropical or sub-tropic^al, occa¬ 
sionally closely resembles relapsing fever. It differs, liowevor, 
by being of malarial origin, and by sinewing pigment granules 
and the bacillus nialariso (p. 55) instead of the blood-spirillum. 

Yellow fever sometimes closely resembles relapsing fever. 
The latter, however, is always propagated by contagion, while 
the former is not. An enlarged spleen is the rule in relapsing 
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fever, and the exception in yellow fever. In all cases an examina¬ 
tion of the blood will prevent error. 

Dengue may be distinguished by the eruption and by the 
character of the remissions. 

SmalUjJox presents some points of resemblance to relapsing 
fever during the period of invasion. After the third day, the 
diagnosis is rendered positive by the decline of the fever, and 
the appearance of red spots along the edges of the hair. 

Measles is to be diagnosticated from relapsing fever by the 
eruption, by the course of the fever, and by the catarrhal symp¬ 
toms of the premonitory stage. 

Prognosis.—The prognosis in relapsing fever is favorable, the 
death-rate being about three per cent. The greatest risk of life 
attends the primaiy paroxysm and the first relapse. Absence of 
crisis after the seventli day of the primary paroxysm should 
excite apprehension. If, after the crisis, the liver and spleen 
continue enlarged and tender, there i^risk of pneumonia or dys¬ 
entery. Shortening and interruption of the post-critical defer¬ 
vescence indicates risk from complications. 

Usually death occurs, not from the disease, but from some 
complication. The greatest danger is from sudden 8yneo])e. A 
fatal termination may occur from pneumonia, urjemia, dysentery 
or cerebral hemorrhage. 

One attack confers no immunity from reinfection. 

Treatment.— Prophylaxis.—As over-crowding, poverty and 
famine are strong yn-edisposing causes of relapsing fever, the 
poor of an infected district, should, upon the outbreak of an 
epidemic, be provided with suflicient wholesome food, and more 
spacious ay)artments. Valid sanitary preventive measures should 
be early applied. All defective, (Irainage should be remedied, all 
filth and garbage should be removed. All waters used for drink¬ 
ing purposes must be boiled before used. Adequate home and 
personal hygiene should be observed. Infected houses should 
bo evacuated and thoroughly disinfected and cleansed. ' A camp 
of refuge should be establislied for the poverty-stricken patients. 
Abundant ventilation, and especially loom-space for each pa¬ 
tient, is of the first importance. In all large cities and in local¬ 
ities where relapsing fever frequently occurs, a permanent fever 
hospital is a sanitary necessity. 
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Absolute cleanliness in the sick room must be insisted upon. 
All soiled clothes should bo thrown into a five per cent solution 
of carbolic acid, or some other disinfectant, and then imme¬ 
diately washed in boiling water. Platt's chlorides should be 
sprinkled upon the bed and about the room. After convalescence 
the pnticmt's apartment should be fumigated by burning sulphur, 
and then thoroughly aired, the woodwork cleansed with carbol- 
ized water, and the walls whitewashed. The infected bedding 
sliould be disinfected by j)rolonged exposure tnlieatorto sulphur 
fumes, and then shaken or beaten and exposed to the wind and 
sunshine for several days. 

Principal Remedies.— is oftenest indicated in the 
early days of the invasion attack, and when gastric symptoms 
predominate It is reported as having lessened the severity of 
the disease, and hastened the crisis. Bryonia is the best remedy 
during the latter days of primary paroxysm, and in the re¬ 
lapse. Arsenicnm stands next to bryonia, and is indicated dur- 
iiig the fever when watery diarrhea and vomiting are present. 
EHpaioriiim pcvf. will be of service^ when the rheumatoid pains 
are very severe, anti when thei*e is great tenderness in the epi¬ 
gastrium and riglit hypochondrinin. Nnx vom, is usually indi¬ 
cated during the luterinissiou. Hchmia or mere, eoi\, may be 
given as an intercurrent remedy for albuminuria; and eaniharis 
or apis for difiicult urination witli scanty discharge. Urinary 
retention calls for cither oxnnm or hyos. Phosphorus or phos^ 
phoric acid will be frequently needed during ctmvnlescence. 
Berberis x^nlg. will prove serviceable when there is considerable 
enlargement of the spleen; and mere, bi-jod when both tlie liver 
and spleen are enlarged. 

Leading Indications.—Aconite.— In the first paroxysm when 
there is high fever, great restlessness and anxiety, full, hard, 
quick pulse, and painin the forehead and temples. Great thirst 
for small quantities of cold water prevails during the paroxysm 
(ars., opp. bry.). In sanguine and plethoric individuals. 

Apis mel. —Great desire to sleep. Soreness of the limbs and 
joints. Great soreness in the pit of the stomach when touchefl 
( hry. ). Soreness in the region of the spleen. Urine scanty and 
high-colored. Suppression of ui’ino {hyos., opium). 0]Ji)re8- 
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sion of the chest with a sensation of smothering during the par¬ 
oxysm . 

Arnica. —Great weariness compelling the patient to lie down, 
yet the bed feels too hard {hapi,). Confused feeling in the head 
with pressure over the right brow. Great heat in the liead with 
coldness of the body; cold sensation at a small spot on the fore¬ 
head. Heat intolerable during the fever, but the slightest motion 
of the bedclothes causes c)iilliness, (nita:). Petechise. 

Arsenicnin.—Great restlessness and anxiety. Death-like 
color of the face {carho- veg.). Pain and distension in the left 
hypochondrium. Aversion to food. Tongue furred at the edges, 
with red streak in the center, and red tip. Thirst for cold water, 
wants little at a time but often (aco., cinch., opp. hry.). Burning 
in the stomach with vomiting and diarrhea. Small, weak, com¬ 
pressible pulse. Great weakness and prostration after the par¬ 
oxysm {v(^*(it. alh.) (Edema of th(^extremities. 

Baptisia.—Gz’eat nervous restlessness, especially at night. 
Dull, stupefying headache (g(ds.). Head feels as if scattered 
about; tries to get the pieces together. Dark, red face with be¬ 
sotted expression. Tongue coated, brown and dry, particularly 
in the center. White furred tongue with red edges. Tired, 
bruised, sick feeling all over the body. Feeling as if the lower 
limbs were separated from the body {opium). Patient changes 
position frequently because the bed becomes too hard {arnica). 
Offensive secretions. 

Bryonia.—Desire to lie down during the fever; setting up 
causes nausea and vomiting; vomiting first of bile, then of fluids. 
Yiolent throbbing headache, as if the head would burst. Yertigo 
with sensation as of the head turning in a circl^{6cZ/.). White 
or yellow coating on the tongue. Excessive thirst, dr inks large 
qunntities at a time, and at long intervals. Stitches in the liver 
and spleen (mm?.). Sweaf on single parts only, or on side on 
which the patient lies. Neuralgic and rheumatic pains, worse on 
motion. Fullness and oppression in the pit of the stomach and 
bowels. Epigastric region painful to touch and pressure. 

Camphor. —Sudden and great sinking of strength (ars.). 
Cold sweat all over the body {verat alb,). Sudden sinking 
spells. Small, weak, scarcely perceptible pulse {carho. veg,)* 
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Great thirst; coldness of the tongue {carbo- veg,^ verc^i. alb.). 
Extreme sensibility to cold air (ntio;). 

Chaniomilla.— In children and in nerrous adults. Gastric 
symptoms (bapt). Excessive sensitiveness to pain (coffea). 
Yellow coated tongue. Tongue white at the sides and red in the 
middle (opp. iari. emef .). Frequent emissions of large quantities 
of pale urine (helofiin). 

Ciinicifuga. —Neuralgia in the forehead and eyeballs. Sink¬ 
ing sensation at the stomach with hausea and vomiting. Ner¬ 
vous weakness and prostration. Excessive muscular soreness. 
Obstinate sleeplessness. Threatened abortion. 

Cinchona. —Sense of internal illness as of impending disease. 
Pressure in the head from within outwards as if it would burst, 
lelieved by hard jiressure. Great lassitude and exhausting 
sweats during the intermission. Saffron yellow color of the skin; 
the patient looks jaundiced. Enlargement of the liver and 
spleen. Anaemic and cafftiectic appearance. 

Eupatorium perf.—Headache with sore feeling internally. 
Nausea with retching and vomiting of bile. Bone pains in every 
stage. Pain in the back and limbs as if bruised (a?'«.). Thickly 
coated tongue with thirst and vomiting after drinking. Sallow- 
noss of the skin; morning diarrhea {podo.). Perspiration in¬ 
creases the headache, but relieves all the other pains {nai. mur.). 
Soreness of the region of the liver on pressure (mere.). Great 
tenderness of the epigastrium. Loose cough during the inter¬ 
mission. 

Gelscmiiim.—Dullness of the mental faculties (bapt). Great 
languor and drowsiness. Bruised pains in the muscles, general 
rheumatic symptoms (cim.). The tongue is coated whitish or 
yellowish and there is a sticky feeling in the mouth. Intense 
burning fever accompanied by a sensation of falling. Sweat is 
apt to bo profuse and relieves the pain (nat mur., opp. feivmm). 
In children and nervous young people. 

Leptandra.—Dull aching pain in the liver (mere.). Burning 
distress in the epigastric and hypochondriac regions. Constant 
nausea with vomiting of bile. Jaundice with clay-colored stools. 
Thin, black, fetid, watery evacuations with severe pains after 
stool. Chronic diarrhea and dysentery. Brownish urine. 
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Mercurius. —Great anxiety and restlesanesa. Heaviness in 
the head with great inclination to sleep. Swollen, soft, flabby 
tongue, taking the imprints of the teeth. Dirty-yellow coating 
on the tongue, liegion of the liver painful and sensitive to con¬ 
tact (hry., eitpat j(>cr/.). IcteroiJ hue of the skin. Tearing 
pains in the joints, worse at niglit and in the warmth of the bed. 
Bilious, slimy or watery diarrhea. Sudamina, 

Nux vein. —Gastric or bilious symptoms predominate. Hun¬ 
ger with great aversion to iood. Flatulent distention of the 
abdomen after eating {ainch., lycop.). Alternate constipation 
and diarrhea ( hry. ). Throbbing in the region of the liver {hry ,). 
Profuse sweat after the severest paroxysms. Cliilliness on mov¬ 
ing the bedclothes. Has been recommended as a i^reventive. 

PhoNpliorus* —Pale, sallow, or changeable color of the face. 
Inability to concentrate thought ?7/a.s‘). Thirst with de¬ 

sire for very cold drinks {rhna). Pegion of the stomach painful 
to tJie toucli. Feeling of coldness in th^abdomeu (ars.). Hard, 
dry cough with oppression in the chest. Loud mucous rale.s in 
the lower lobes {ipec(u\ tart emet.). Hepatization of the lungs. 
Rose spots ahd ecchyirioses. Profuse epistaxis. 

Phosphoric acid. —Pale, sickly complexion. Hemorrhage 
from the nose of dark blood ( ham. ). Grayish coating on the 
tongue. Headache, worse from the least shaking or noise ( bell .). 
Feeding of heaviness in the region of the liver {podo.). Fre¬ 
quent, small, feeble pulse. Profuse night {mere., tar<v,T.) and 
morning {cmch.) sweats. Pressure in the stomach after eating. 
Thin, whitish-gray evacuatiems. In young persons who have 
grown very rapidly. 

Rhus tox.—Fullness and heaviness in the foreliead, worse 
from opening or moving the eyes {puls.). Dark, livid redness 
of the cheeks. Dry, red, cracke(I tongue {hapt). Redness oE 
the tip of the tongue in the shape of a triangle. Great thirst 
for cold drinks {pho».), especially cold milk. Dry, tickling 
cough worse in the evening and before midnight. Profuse sour 
morning sweats. Erysipelas with great burning. 

Samhucus. —Intense heat with great dread of uncovering. 
Excessively abundant sweat The perspiration continues through 
the intermission. (Edematous swelling of the feet, instep and 
lower part of the legs. 
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Terebinthina. —Headache with inten^^e pressure and fullness 
of the head. Tongue red, smooth and glossy. Vomiting of mu¬ 
cus, b](X>d or bile. Small, weak, thready pulse. Cold, clammy 
sweat all over the body {vei'ot. a26.). Burning, drawing pains 
in the kidneys with bloody urine. Strangury. Great prostration. 

Veratruni alb. —Sudden sinking of strength. Hippocratic 
countenance. Cold perspiration, 08 |)ecially on the forehead. 
Tongue cold (car6o. veg .) or coated white with red tip and edges. 
Violent thirst for cold water [ars., jj/ws*). Spasmodic constric¬ 
tion of the tlircjat. Suppression of urine (ajns). Nausea and 
vomiting with frequent serous, watery or bloody stools (maino7'~ 
dic(i). Petechia) on the extremities. 


HYGIENIC AND DIETETIC TREATMENT. 


Relapsing fever patients should be kept quiet in bed during 
the primary £)nioxysm, and free ventilation secured. The bed 
and rof>m should be spjinkled with Platt’s chlorides, or some 
other di.sinfectnnt. The bed and body linen should be changed 
daily rind thrown into a vessel containing a solution of carbolic 
acid before being removed from the room, and afterwards washed 
in boiling water. All unnecessary visiting should be prohibited, 
and, as a rule, the sick should nt)t bo allowed to leave their rooms 
until the period of relapse shall have passed. 

A carefully regulated and iwurishuig du4 i.s of the utmost im¬ 
portance, because deficient alimentation has in the majority of 
cases been a predisposing cause. From one to two quarts of 
milk should be athninistered daily during the paroxysm. Meat 
broths and liglit farinaceous footl, ice cold kouinyss, weak iced tea 
witb lemon-juice, and f)ther cot)ling drinks may be allowed. 
Buttermilk is often exceedingly grateful to patients and is highly 
beneficial. • * 


When the temperature begins to decline and sweats appear, 
the body should bo kept dry, and warm nourishing drinks and 
warm ai)£)lications resorted to. 

During the intermission as much substantial food as can be 
digested should be allowed. 

Any tendency to heart-failure at the time of the crisis, or early 
in convalescence, should be obviated by the early use of wine, 
champagne or spirits. The pulse and the character of the fii'st 
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sound of the heart are the best guides as to the amount of stim¬ 
ulation necessary. 

Excessive tenderness of the spleen and liver may be relieved 
by the use of fomentations and poultices. The tumefied spleen 
may bo decidedly reduced in volume by means of the induced 
electric current. With partial suppression of urine at the crisis, 
fiaxseed poultices to the loins are beneficial. 

As the patient enters upon convalescence after this blood-in¬ 
fection, pure air and good diet, mental and bodily rest, are 
especially desirable. 



LECTURE XXL 

Small-Pox. 

I shall this morning commence the history of the contagious 
fevers that are Bi)ecially characterized by an eruption, and hence 
have been termed eruptive fevers. They are five in number, 
small-pox or variola,^ncluding varioloid, varicella or chicken- 
pox, scarlet fever or scarlatina, measles or rubeola, and german 
measles or rOtheln. 

They are all propagated by a distinct morbific agent, repro¬ 
duced within the body, and are characterized by a definite period 
of incubation. They run a clearly defined course, and are at¬ 
tended by nctive febrile symptoms, and by an eruption which 
passes through a regular series of clianges and then disappears. 
They are all contagious, and, as a rule, attack the same person 
but once. 

Tlie most remarkable of all the eruptive fevers, and the first 
of wliich I shall speak, is small-pox. 

Definition. —It may be defined as an acute, highly contagious 
fever, of from two to foui; weeks duration, characterized by a 
pustular inflammation of both the cutaneous and mucous sur¬ 
faces, accompanied by symptoms of considerable constitutional 
disturbance. It-consists of: 1. Ai\ initial stage, ushered in by 
a chill, and marked by anorexia, nausea, vomiting, headaclie, 
pain in the small of the back, sore throat, active fever, rapid 
pulse, and occasionally an initial erythematous rash. 2. A stage 
of eruptions introduced on the third day of the disease by a red¬ 
dish, millet-seed or pin-head sized eruption, and marked by sud¬ 
den subsidence of febrile symptoms—the eruption as it develops 

(331) 
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becoming dark-red and papular on the fourth day, slightly 
vesicular on the sixth day, completely vesicular, pea-sized and 
frequently unibilicated on the seventli or eighth day. 3. A stage 
of SHpjiurai ion on the eighth or ninth i]ay of the disease, when 
the pustules are fully formed, secondary fever comes on, the 
temperature rises as Idgh or even higher tlian during the initial 
stage, augmentation of all the symptoms occurs, the face swells, 
general itching becomes intolerable, and tlie patient emits a 
sickly odor. 4. A stage of desiccation - about the eleventh or 
twelfth day of the <Usease, when tlie pustules burst and crusts 
or sciibs form, the tem})erature falls, and the appetite returns— 
the crusts eventually falling, leaving xjigmented cicatrices and 
occasionally pits. After death, constant lesions of the cutaneous, 
surface, lungs, brain, liver, spleen and kidneys are found. 

Synonym. —Its common synonym and first name is variola. 
Tlie term variola, the diminutive of varus, a pimple, is of 
monkish origin, but was first applied to tliis disease by Constan- 
tinns Africanus. Tlie term pork is of Saxon origin,' and signifies 
a bag or sac. The epithet small, was added to it soon after the 
introduction of the great pox (syphilis) into Scotland from 
America in .1498, 

History. —Although small-pox had certainly been known for 
several centuries before it was described, the earliest clear ac¬ 
count of it was given by Gregory, of Tours, in the year 581. 
lihazes, an Arabian physician who practiced in Bagdad, gave the 
first full and scientific description of tlie disease in 910. 

The success of tJie Saracen arms in Spain and Sicily in the 
eighth century assisted the spread of small-pox througliout Eu¬ 
rope. Traveling westward it reached England about the close 
of the ninth century. ' * , 

It raged throughout Europg about the time of the crusades, 
and visited England again in 1241. Pest-houses were first gen¬ 
erally erected at tJiis time for the purpose of checking the dis¬ 
ease and of affording assistance to siilferers. 

At the close of the fifteenth century it started in the Nether¬ 
lands and extended to Germany and Sweden. 

It was introduced into Mexico—its first appearance on this, 
continent—in 1520, by a negi’o slave. Tliis epidemic, as is the 
rule, when diseases first appear in any country, was unusually 
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•Bevere, and proved alarmingly fatal. According to Spanish his¬ 
torians, in Mexico alone, three and one-half millions of people 
fell victims to the scourge. In Hayti it carried off all the inhab¬ 
itants, and in Brazil whole tribes were completely destroyed. 

In the seventeenth and eighteenth centuries it prevailed in 
England and in Europe, and was the greatest scourge of the age. 
As a proverb of the times expressed it, “from small-pox and 
love, but few remain free.” Small-pox was first definitely sep¬ 
arated from measles by Sydenham in 1633. 

In 1649, small-pox first occurred in Boston, and afterward re¬ 
appeared every decade during the century. 

In 1721, one-half of the population of Boston was attacked 
with the disease, and one-thirteenth of those attacked, died. 

In 1767, a terribly fatal epidemic raged in Greenland, Siberia 
and Kamtchatka. 

During the sixteen years following 1783, it is stated that one- 
tenth of the total mortality at Berlin, was due to small-pox. 

An epidemic most remarkable for its extensive diffusion, began 
in Sweden, in 1824—reached England in 1825, spread to France 
ill 1826-27, and ceased in Italy in 1828-29. 

Several epidemics occurred at Copenhagen from 1825 to 1835. 

In 1838, one hundred and fifty thousand Mnndan Indians, a 
branch of the Sioux locateil on the Missouri river, died of tlie 
disease, leaving only twenty-seven of the tribe, now located at 
Ft. Clarke, Gatlin asserts, that of twelve millions of American 
Indians, six millions have been destroyed by small-pox. 

In the island of Bombay during the five years following 1848, 
the small-pox deaths among the unprotected were about six per 
cent of the mortality from all causes, and among the protected 
(vaccinated) one per cent. 

In 1870-71, a terrible epidemic ravaged Europe, and in 1871- 
72 the disease prevailed to a considerable extent in rhiladeli)hia. 

In the winter of 1881-82 it prevailed in New York, Chicago 
and Quebec, and in several other large cities of this country 
and Canada. 

Few countries have remained exempt from small-pox. At va¬ 
rious periods new and destructive epidemics have broken out in 
all parts of the world. The spread of the disease depends 
greatly upon the manner in which the eminently protective rem. 
edy, vciGcinatiorit is employed. For, to-day, amongst the unpro- 
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tected {nm-vaccinaied), small-pox is as destructive and virulent 
as in the past. 

Etiology* —The causes of small-pox are, predisposing niid ex¬ 
citing. 

1. The Predisposing Causes.—Climaie lia^ no direct influence 
in producing this disease. 

The season of flic year exerts very little influence. Epidem¬ 
ics arise and pursue their course irrespective of seasons. The 
disease is usually more fatal in summer- than in winter. 

Age exerts some influence as a predisposing cause. The ex¬ 
tremes of life are those on which small-pox falls the heaviest. 
Immunity is reached at ho period, and even uterine life does not 
exclude the danger of infection. The susceptibility is greatest 
in children from the seventh to the fourteenth year, 

SeXj in itself, has no influence. 

Oecupaiion^ except as it involves actual exposure, does not 
predispose to small-pox. 

Race and naiionality exert some influence. The negro and 
Indian races aiJpear to be particularly susceptible. As a rule, 
they sufler more violently than the white races, even under tho 
same conditions. 

Pregnant women are apt to abort or miscarry during the course 
t)f small-pox. The foetus usually perishes, occasionally it sur¬ 
vives. 

Lying-in women are predisposed to tlie confluent form of the 
disease, which frequently terminates fatally. 

A previous attack, as a rule, extinguishes the susceptibility to 
the disease. Cases of secondary or recurrent small-pox, how¬ 
ever, have been described in all ages from Rhazes down to the 
present time. 

Notuiwcinafian exerts a powerful influence. A system un¬ 
protected by successful vaccination is strongly jmedisposed to 
small-pox. 

2. The Exciting Cause. —Small-pox is pre-eminently conta¬ 
gious, and is due to a specific poison, communicable from tho 
sick to the healthy by actual contact (upon, mucous or abraded 
surfaces) tlirougli the atmosphere, by fomites, and by drinking 
water. The exact nature of this poison remains as yet unknown, 
although many writers assert its parasitic origin. It is developed 
and reproduced in the body of a small-pox patient, first takes 
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effect uiKMQ the patient himself and is present in the blood and 
in the contents of the pustule. 

The disease is constantly communicable from the sick to the 
well by actual contact of the virus token frdtn a small-pox pus¬ 
tule, with the mticous membrane or with an ahrksion of the cu¬ 
taneous surface. It is also communicable from one individual 
to another by means of the expired air, and the cutaneous exha¬ 
lations. The distance to which it may be thus conveyed, in the 
open air, is about two and one-half feet. In a small and imper¬ 
fectly aired apartment the atmosphere may become so impreg¬ 
nated with the infecting principle that'a predisposed person will 
become infected upon a single entrance into the apartment. In 
large and spacious rooms and in the open air, the danger of con¬ 
tagion is greatly decreased. 

The breath of a small-pox patient frequently conveys, and liis 
body emiis, especially after the inauguration-o£ the suppurative 
stage, a characteydaiiCy sickly odor. It has been thought that a 
patient in whom this^dor is strongly marked, is most likely to 
communicate the disease. 

Besides impregnating his immediate atmosphere, the patient 
imparts the contagion to all ai’ticles •with which ho comes in con¬ 
tact. In this way not only the clothing and bedding of tlie 
patient, and the clothes of his attendants, but also the apartment 
in which he has lain may act as /owi/cs. Wooly substances are 
especially apt to absorb and retain the contaguui, which under 
favorable circumstances may retain its virulence a year or longer. 
Exposure to the atmospheric air sooner or later destroys it. 

The period at which a 8mall-i)ox patient is most likely to 
spread the infection is the period of suppuration. Infection 
may, however, take place during any stage, even during the 
period of incubation. ^ 

Small-pox may be contracted by susceptible persons through 
contact with bodies of persons who have died of it. There is no 
evidence that it .can be conveyed by the discharges from the 
bowels. 

The period of incubation varies from ten to thirteen days. 

Varieties. —The common and well-recognized varieties of 
small-pox are: 1. Distinct or nioderate small-pox, in which the 
pustules remain separate fi’om each other during the whole 
course of the disease; rarely fatal. 2. Confluent sinall-pox in 
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which the pustules run together on the face or ail over the body; 
dangerous to life. 3. HcBmorrhagic small-pox in which there is 
a bruised appearance from extensive capillary hemorrhages; 
usually fatal on the third day. 

Clinical History. —The clinical history embraces a descrip¬ 
tion of the period of incubation, the initial stage, the stage of 
eruptions, the stage of suppuration and the stage of desiccation. 

The period of inciihdtion, or the time elapsing between the 
reception of the poison-and the onset of the disease, varies from 
ten to thiiieen days. If the poison is introduced into the sys¬ 
tem through inoculation, the duration of this period is shortened 
to two days. 

Sifufe of Initial ^ever ,—Upon the termination of the period 
of incubation—usually twelve days after the exi>osure—the at¬ 
tack is ushered in by a feeling of cliilliness which frequently 
increases to a distinct chill, with severe and characteristic pams 
in ihe loins, accompanied with frontal headache, and soon fol¬ 
lowed by high febrile excitement. The pulse is commonly full 
and frequent, rising to 100 or 120, or even to 140 per minute; in 
children it may reach IGO. The temperature rises rajjidly, and 
may reach 104*^ Falir. on the first day, 105° Fahr. on the second 
day, and 106° Fahr. or 107° Fahr. or even higher on the third 
day. The patient is languid and weak in proportion to the se¬ 
verity of the fever. Not infrequently within twenty-four hours 
after the ushering-iu chill, the infected individual, strong and 
vigorous in health, will be unable to get out of bed. 

The skin feels hot and dry, or else is covered with a moderate 
perspiration. The face is flushed, the conjunctivi© arc injected, 
and there is throbbing of the carotids. The tongue is red at the 
tip and edges, and there is nausea and vomiting with epigastric 
pain and obstinate,constipation. There is soreness of the throat 
with pain in the pharynx and more or less difficulty in swallow¬ 
ing. The respirations are short, frequent and labored. Towards 
evening, on the second or third day, there may be delirium; in 
children delirium and convulsions may occur at the onset of the 
attack. ^ 

Swelling and diffuse redness of the tonsils and soft palate are 
usually apparent at the close of the second day, and occasionally 
minute reddisli papules may be recognized u]3on these parts. At 
times, especially in children, and in women during menstruation 
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and confinement, a bright dull crimson, eryHiemaknis rash 
appears, oftenest about the groins, hypogastrium and inner sur¬ 
face ot the thighs. Less frequently it is observed about the 
axillflB, the exterior surfaces of the joints, and the lumbar and 
'Clavicular regions. It appears mostly about the second day, and 
lasts about twenty-four hours, fading almost completely as the 
eharaoteristic variolous eruption appears. 

Stage of Eruptions ,—On the third day of the disease—some¬ 
times earlier in severe and confluent cas6&—an eruption appears 
u])on the face, especially along the edges of the hair, in the form 
of small, red, elevated papules, resembling measles. These little 
points which rapidly increase in numbers, s6on cover the fore¬ 
head, nose and upper lip, and extending witHin twelve hours to 
the neck, arms, trunk and lower extremities, cover the entire body, 
Their site is usually around a hair-follicle or the orifice of seba¬ 
ceous or sweat glands. They are frequently arranged in three’s 
and five’s in a crescentic shape, two crescents often coming to¬ 
gether to form a circle, They are at first millet-seed or pin-head 
sized, and are of a pale red color, resembling flea-bites. Soon 
they become conical and hard, and feel almost hke shot under- 
neatli the skin. They gradually increase in size, and on the third 
day of the eruption a minute vesicular point is formed at their 
ape\. This conversion of papules into vesicles occurs first on the 
face, and then on the neck, trunk and extremities. Within the 
next two days the vesicles enlarge to the size of a small pea, and 
become indented or umbilicated. They are nearly hemispher¬ 
ical, and are surrounded by small, inflamed areolm. Their con¬ 
tents, which are at first transparent, become whitish and milky. 
The umbilication of the vesicle is characteristic, although all 
vesicles are not umbilicated. On or about the second day of the 
oruption the red elevations which appeal* on the buccal mucous 
membrane simultaneously with or previous to* the eruption on 
the skin, assume the appearance of small, whitish, circular um¬ 
bilicated points. 

As the eruption appears, the febrile symptoms subside, the 
pains in the head and back vanish, the temx)erature falls two or 
three degrees, and the pulse is diminished in frequency. 

Stage of Suppuration ,—On or about the sixth d^y of the erup¬ 
tion, and the ninth day of the disease, tlie vesicles gradually 
become turbid from the admixture of pus corpuscles. Within 
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the next two days the pustules become fully formed, maturing 
first on the face and upper part of the body, and lastly on the 
extremities. With the process of suppuration, a new fever to- 
which the term secondary or suppurative finder is applied, makes 
its appearance either alone or preceded by a distinct chill, and 
lasts between four and six days. The temperature rapidly rises 
to 103° Fahr. or 104° Fahr.; and sometimes to 108° Fahr. or 
109° Fahr. at the height of suppuration. The pulse becomes 
hard and full, and fluctuates between 100 and 140 beats per min¬ 
ute. The headache returns, and passive delirium not infrequently 
occurs. The face and eyelids swell, so that the features are no 
longer to be recognized* The skin becomes tense, hot and dry, 
and emits a characteristic foetid, sickly odor. In the vicinity of 
the pustules it becomes red, tumefied and painful; each pustule 
being surrounded by a hard, broad, red areola. The itching 
now becomes intense. The swelling and soreness of the throat 
increases, and swallowing becomes painful and often impossible. 
Salivation is frequently a promineili; symptom. About the 
eighth or ninth day the pustule attains its full size, and the stage 
of suppuration is complete. 

Stage of Desiccation .—The retrogade changes in the pustules- 
begin on the face, ancl extend in from two to four days to the 
extremities. These changes are marked in some of the pustules 
by the formation of a brown spot in the center, which gradually 
extends and converts the pustule into a hard crust. In others 
the changes are announced by the rupture of the pustules, the 
consequent discharge of their contents, and the formation of 
yellow scabs. Some pustules do not form scabs, but shrink away 
in consequence of the absorption of their fluid contents. 

As desiccation commences the areolm around the bases of the 
pustules become less ififlamedy ^nd the puffiness of the face dis¬ 
appears. The ’secondary fever subsides, the temperature of 
the integuments decreases, and the pulse diminishes in fre¬ 
quency. The urine, which has been scanty, high-colored and 
perhaps albuminous, now becomes normal. 

The drying of itie pushiles is usually completed in from four 
to seven days. 

The scabs fajl ofl between the eleventh and sixteenth days, lu 
some instances they leave blotches of a reddish-brown color, 
which remain visible for five or six weeks, and then disappear 
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leaving no cicatriceB. In other cases, usually severe, in conse¬ 
quence of ulceration and destruction of the cutis, little, dead- 
white, cicatricial “pits” or depressions are formed, which remain 
during life, and give to the face a “ pock-marked ” appearance. 

During convalescence small abscesses frequently form on tlio 
thighs and legs. 

The desquamation or falling of Ihe cruris ends somewhere 
between the nineteenth and twenty-fifth, and oven the fortieth 
days of the eruption. 

We will now pass on to the consideration of the ccmjiimii va¬ 
riety of the disease. 

Confluent Small-pox. —This variety of small-pox is much 
more severe than the one we have just been considering. Tlie 
stage of initial fever is frequently shortened to forty-eight hours. 
Tlie temperature often reaches 106"' Fahr. and in severe types 
mny rise to 110° Fahr. Tlioskin appears inflamed and becomes 
swollen and of darkish hue. On the second day numerous red 
papules seated on a red and swollen skin appear and cover all 
parts of the body. The eruption is frequently dark and livid, 
*ind petechiio are not uncommon. The vesicles as tliey form in¬ 
crease the violence of the cutaneous inflammation and arc so 
crowded on the surface that their edges run together. The pus¬ 
tules rapidly follow the vesicles, and tend to coalesce into large 
flat blebs. 

After the appearance of the eruption the temperature falls 
slowly to 108° Fahr. or^ 104° Fahr. With suppuration it again 
rises as high, and in some cases even higher than during the 
initial stage. 

The secondary fever is much more dangerous than in the dis¬ 
tinct or moderate variety, ajid rapidly assumes a typhoid char¬ 
acter. • 

The eruption extends to the mucous lining of the respiratory 
tract in severe cases. The tongue becomes swollen and there is 
great <lifficulty in swallowing. Pharyngo-laryngitis not infre¬ 
quently occurs. Violent and persistent vomiting and obstinate 
diarrhea often appear with the initial fever and continue through¬ 
out the disease. Hemorrhage may take place from the mucous 
surfaces of the alimentary canal and urinary tract. Violent de¬ 
lirium is of common occurrence, and not infrequently passes 
quite suddenly into a state of coma. In the majority of cases 
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albumen appears temporarily in thQ urine. Bronchitis, pneumo¬ 
nia, pericarditis, pleuritis and acute fatty degeneration of the 
kidneys, are frequent complications. 

In the stage of desiccation large concentric crusts are formed 
over the confluent patches, while suppuration of the papillary 
layer is going on beneath. After the crusts have fallen, as the 
cutis is more or less extensively destroyed, ugly pits remain, 
often producing permanent and unsightly disfigurements. Per¬ 
manent loss of hair not infrequently occurs. 

A much more formidable but fortunately rarer variety than 
either of the preceding varieties of small-pox, is the malignant 
or hemorrhagic. 

Hemorrhagic Small-Pox. — HcTnorrhagic or black small-pox 
is extremely rare, although cases occur in every epidemic. The 
ushering-in symptoms are occasionally but little different from 
those of the preceding varieties, although the lumbar pain is apt 
to be severe. Frequently the initial feVer is extremely violent, 
while during the rest of the time the temperature may not ex¬ 
ceed 102° Fahr. The pulse is exceedingly frequent and feeble 
from the start, and ranges from 140 to 160 beats per minute. 

The characteristic papules may be preceded by a petechial or 
roseolous rash, and early in the disease the eruption assumes a 
dark color. In the majority of cases the hemorrhagic changes 
begin in the papules situated upon the lower extremities. The 
vesicles as they form instead of filling with lymph, contain only 
a thin, sanguinfdent fluid. They are itregular in shape, and 
flabby. They mature imperfectly or not at all, and seldom reach 
the suppurative stage. Petecliice and ecchyrnoses form between 
tlie eruptive points. As the vesicles or pocks break or are rup¬ 
tured, dark scabs are formed. ' * 

The cutaneous surface frequently presents a dark, purplish 
hue, from extensive capillary hemorrhages. The face is swollen, 
the eyelids are thick and oedematous, the co’njunctivse are blood- 
colored, the skin is ecchymotic and the entire features are oblit¬ 
erated. The tongue is thickly covered with a white fur, and 
white pustules may be seen on the fauces and palate. Hemor¬ 
rhage from the mucous surfaces not infrequently occurs. The 
mind is sometimes clear, delirium is common, and typhoid stu¬ 
por may exist. 
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Death generally ooours oi^the third or fourth day; occasion¬ 
ally it happens before the appearance of the rash. It may take 
place from shock, coma, hemorrhagic infarctions of the lungs, or 
rapid exliauStion. ^ 

Complications. —The most important complications of small¬ 
pox are, inflammations of the seiuus membranes, subcutaneous 
abscefsses, conjunctivitis, otitis, bioncliitis, pneumonia, acute 
•fatty dftgeneration of the kidneys, lesions of the intestinal canal, 
articular inflammations and different hemorrhages. 

Duration.—The length of time that elapses between the be¬ 
ginning of the initial fever and the termination of desquamation, 
varies from three to four or even six weeks, 

ANATA’MH OF CHART, 

The Nervous System. - Chilliness increasing to a disfinci 
chill is in the majority of cases the ushering^in symptom of 
small-pox, • 

Headache is one of the earlier and more constant attendants. 
Tt is commonly confined to the frontal region, but may extend 

er the entire head. 

Vertiifo is often nssociahal with the headache. 

Deltrhnn is an occaaioniil symptom. It is apt to occur in 
severe cases, and is generally passive in character. Occasionally 
it is actho or maniacal. 

Coma occurs in certain proportion of fatal cases. 

Pains in ihe hack and extremifies are prominent diagnostic 
symptoms. They are apt to be intense in proportion to the se¬ 
verity of the attack- 

Conenhions frequently attend the development of the disease 
in children. ^ • 

The Special Senses. —The Eyes .—Conjunctival injection is 
generally present. In the hemorrliagic variety the conjunctiva 
is blood-colored and oedematous. Pustules sometimes form 
upon the conjunctiva of the lids, and more rarely upon that of 
the globe or upon the mucous membrane of the lachrymal tract 
Keratitis, and, in severe cases, deep ulceration of the cornea are 
not infrequently observed. Eetinal hemorrhages occasionally 
occur in hemorrhagic cases. 

Impairment of hearing^ and even complete deafness, not un- 
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commonly result from stenosis of the Eustachian tubes and 
catarrh of the middle ear, consequent upon tumidity and puru* 
lent infiltration of the epithelium. 

The Temperature.—The fever in small-pox is of the relaps¬ 
ing t}q>e. The temperature in the initial fever rises rapidly in 
an unbroken line to 104° Fahr. the first day. During the 
second day it may rise to 105° Fahr., and by the third day it may 
. reach 106° Fahr. or even 107° Falir. After the papules appear 
the temperature falls more or less rapidly, from the second to 
the sixth day of the eruptive period. Occasionally it reaches 
the iiormal, but generally it remains sub-febrile. During the 
suppurative fever it rises again to a height commensixrate witli 
the severity of the case. In confluent cases the secondary fever 
is inai'ked hy higher teiupc^rature and more active delirium than 
in distinct or moderate forms. 

In non-fatal cases the secondary fever lasts about a week, or 
until many of the pustules burst or dry into scabs and crusts, 
and xlefervesces by graclual lysis. 

The Pulse.—The pulse is increased in frequency during tlie 
initial fe\er, and ranges from 100 to 140 bents per minute. It 
iliininislios fifteen or twenty beats dm'ing tJie eiuptive stage, but 
ri‘^es again to 120 ur 140, or even ICO during tlie suppurative 
stage. With defervescence it slowly returns to the normal. 

I}) severe confluent cases the heart-sounds are sometimes feeble 
and ol>'Cure, and the heart’s action irregular and intermittent. 

Pericarditis occasionally occurs in conjunction with pleurisy. 
Ulcerative endocarditis is rare. 

The Respiratory System.— The respiratory movements are 
generally accelerated, and dyspnoea is often marked. Bronchitis 
is common in all well-marke4 eases. Catarrhal pneumonia may 
supervene upon bronchitis, and in persons predisposed to it, 
phthisis may be developed. CrouiJous pneximonia may occur 
during any period of the eruptive stage. Pleurisy setting in 
suddenly, and displaying a tendency to result in empyema, is not 
uncommon after the twelfth day in severe cases. 

The Eruption. —The eruption of small-pox appears, as a rule, 
on the third day, exceptionally it is met with as early as the sec¬ 
ond or not discovered until as late as the fifth, sixth, or even the 
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seventh day. It is characteristic of the disease, and is first seen 
upon the face, especially along the edges of the hair and about- 
the chin and mouth. It soon extends to the neck, trunk and ex¬ 
tremities, and within twenty-four or forty-eight hours the entire 
body may be more or less covered by it. In young children it is- 
often first observed upon the genitals. 

An intimate relation exists between the abundance of the 
eruption and the severity of the disease. A coinous eruption, 
deep in color, and early becoming livid or petecliial, indicates, os-' 
a rule, a severe attack. Sometimes a roseolous rash resembling^ 
measles precedes the characteristic eruption. In confluent cases* 
tlie eruption is dark and livid, and petechito are common. 

The course of the small-jKjx eruptioJi is as follows: At first 
the lesion consists of small, isolated and rounded specks, vhicJi 
soon become convertetl into papules. The pajmh’s are of a vivid 
red color, and measure from a third to two-thirds of a line in 
diameter. They are liard and feel like shot under the skin, and 
are frequently arranged in tliree’s and five’s in a crescentic man¬ 
ner. In hemorrhagic cases briglit-red petechim occur upon the 
skin, coincident witli the appearance of the papules. On the 
third day of the eruption the papules become conical in shape, 
and tlie apex of each pimple becomes vesicular, and gradually 
as file whole pimple takes this character, the apex becomes de¬ 
pressed, till on the fourth or fifth day of the eruption an 
ivuivd i^esicle is formed, containing a clear fluid and surrounded 
by a narrow, rosy areola. In confluent cases the vesicles as they 
form upon the papules, so crowd the surface as to run together, 
and, instead of serum, often contain a thin, brownish, ichorous 
fluid. In lieniorrhagic cases they fill with a thin, sanguinolent 
fluid, instead of serum, and remain flat and flabby. 

The contents of fcho vesicle, Tyhich are at first transparent, 
gratlually become whitish and milky, and by the sixth or seventh 
day they appear as pud—the vesicle is now transformed into a 
pustule. This process begins, as in all the metamorphoses of 
the disease, in vesicles of greatest age, those namely on the face 
and iipper part of the body. As a general ,rule, the pocks are 
most numerous on the face, and next on tne neck and limbs. 

The piisiules enlarge until tJiey attain the size of a pea, and 
the umbilication becomes lost. Their bases become hard and 
more or less broadened, and the whole of the skin, especially 
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about the face, becomes red and tumefied. About the eighth or 
ninth day of the eruption the pustules either break and discharge 
their contents, which harden into yellowish and ultimately 
brownish, irregular crusts, or else the entire envelope and con¬ 
tents desiccate and form brownisli scabs. 

After a variable period of frOhi a few days to five or six weeks, 
the crusfs fall and leave a depressed, reddish-brown stain, which 
in time (five or six weeks) disappear. If there has been much 
destruction of the cutis, whitish depressed called “pits” 

are formed, and the skin presents a “pock-marked” appearance. 

The Throat.—An eruption appears upon the pharyngeal, buc¬ 
cal, nasal, conjunctival and genital mucous membranes, simulta¬ 
neously with or slightly preceding the eruption on the skin. It 
begins with more or less vivid redness of the mucous membrane, 
followed by development of little red elevations. On the second 
or third day these red elevations assume the appearance of whit¬ 
ish, rounded points, whi*li last generally about five days. 

Soon after the appea/nnce of pustules in the month and throat, 
a true inflammation of the pnrts, as indicated by more or less 
sore throat and difficulty in sw^allowing, with swelling and ten¬ 
derness of sub-maxillary glands, sets in. Occasionally if the 
eruption extends to the larynx there is laryngeal distress and 
hoarseness. 

Tlie Skin.—After the appearance qf the .eruption the skin 
becomes tense, red and sJiining, and there is more or less inflam¬ 
mation and swelling of the sub-cutaneous cellular tissue. Tlie 
swelling is greatest upon the face, where it commences about the 
fourth or fifth day of the eruption, increases for five or six days 
and tlion gradually diniinisJies as desiccation l>egins. In severe 
confluent cases the skin becomes thickened, swollen and hard, 
and assumes a darkish tint. And in hemorrhagic cases the face 
is swollen, purple or black, and bloody extravasations, which 
frequently dissect the cuticle from the skin, taku place beneath 
the eruptive points.' 

The phyftio(/noni^ of a person ill with small-pox is somewhat 
peculiar. The tumid and closed lids, and the oedematous face 
thickly covered with pustules, render the features absolutely 
indistinguishable. 

The Digestive Tract. —The tongue is generally moist and 
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more or less furred, and is red at the tip and edges. In conflu¬ 
ent cases it is frequently enlarged. 

The appcdiie is, as a rule, lost during the course of the fever. 
Sometimes it rehirns temporarily during the stage of eruptions. 

Thirst is commonly present, and is acute in proportion to the 
violence of the fever. 

Nausea and vomiUmj occur in the early stages, and are apt to 
he ])rominent symptoms. 

Dysphagia occurs in most cases, and is usually most marked 
in confluent cases. 

Constipaiion is very common in small-pox, and generally con¬ 
tinues througliout the disease. A slight diarrhea occasionally 
makes its appearance about the end of the first or second week. 
A severe diarrhea is almost always the sign of a dangerous com¬ 
plication. Colicky pains referred to the epigastric region ai’e 
often complained of. 

Tlie Urine.— The urine is diminished in quantity during the 
initial fever. After the secondary fever it is increased in quan¬ 
tity and of low specific gravity. Its color is at first darker than 
in health; during desiccation it is pale. Urea and uric acid are 
increased, and the chlorides are gradually diminished. In many 
cases albumen and tube-casts are present. Hsematuria is occa¬ 
sionally encountered, and is always a grave symptom. It is 
commonly associated with other hemorrhages. 

The Ueiiital Organs.—In non-pregnant females premature 
uifnistruaiion is apt to occur. 

In pregnant women there is a great tendency to abort, es¬ 
pecially in the latter months of pregnancy. 

In men variolous orchitis is not uncommon. 



LECTURE XXII. 


Slliall-Pox, — ( Continued. ) 

At my last lecture I spoke of the nature, causation and course 
of s7)i(tll-pox. To-day I propose tf) complete its liistory by con¬ 
sidering its anatomical changes, difterential diagnosis and treat¬ 
ment 

Morbid Anatoniy.-^The characteristic lesion of sraall-j)ox is 
the inflammation of the skin and mucous membrane constituting 
the evHpiion, 

The red spot which is the first step in the development of the 
eruption, is due to localized hyperemia of the pupillary body. 
Boon the papilla?, which are the seat of the congestion, become 
surrounded with cells, usually of larger size tlian those of nor¬ 
mal tissue. Most of these cells are swollen epithelia from the 
reto, that have undergone coarse granulation as a result of the 
liy}>Grjemia. The chief collections of these elements are seated 
mostly in the neighborhood of a hair follicle or sweat gland. 
As they accumulate they elevate the epidermis, and a little pa¬ 
pule appears at the point of redness. The papules which ai'e 
formed at the red spot are thu^due mainly to the changes in the 
l ete Malpighii and in the capillaries. 

Following these changes an exudation, in which there are 
suspended delicate granules of coagulated albumen, and irregu¬ 
lar- threads of coagulated fibrin, makes its appearance in an 
irregular cavity in the midst of the greatly widened rete, result¬ 
ing from destruction of the epithelia. As the exudation increases, 
a little vesicle is formed upon the summit of the i^apuie. 

Frequently within a brief period after the first appearance of 

(347) 
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the vesicle, its center becomes depressed. This depression or 
umhilication is supposed to be due to the more rapid swelling of 
the peripheral cells. It is not observed in every vesicle, and dis¬ 
appears, as a rule, at the stage of suppuration. 

As soon as the vesicles are fully formed, pus-corpuscles,arising 
by endogenous formation from the epithelia traversing and 
bounding the cavity formed in the rete, appear. The vesicles 
are now changed to pustules. In healthy individuals the pus is 
thick and yellow, and the pus-corpuscles appear coarsely gran¬ 
ular; while in weakly, scrofulous persons the pus is watery and 
pale, and the pus-corpuscles are finely granular. 

The pustules as soon as they have matured, either burst or 
their contents dry, and form crusts. During desiccation on ac¬ 
count of the drying of the center, before the periphery of the 
pustule, a depression known as the umhilication of desiccation, 
often forms, at times in pocks previously non-umbilicated. If the 
suppuration lias been the, result solely of the destruction of the 
epithelia, no scar will be. formed. But if a part of the connect¬ 
ive tissue lias been transformed into pus, the result will be a 
cicatrix and pitting. 

The pigmentation of the skin which remains after the scabs 
have fallen, is due to imbibition of the coloring matter of the red 
blood-corijuscles which have transuded from the capillaiy loops 
in the papillie. 

On the mucous membrane the eruption is thickest and deepest 
in the respiratory tracts. 

The blood is of a dark color and deficient in fibrin. 

Congestion and parenchymatous changes^ consisting of granu¬ 
lar or fatty infiltration of the internal organs are frequently 
observed. 

Extravasations of blood are fqund in almost all ol the viscera, 
and in the skiii and mucous membrane, in hemorrhagic cases. 

DifTereiitial Diagnosis.—The diagnosis of small-pox should 
be made out as early as possible, so that persons in contact with 
the patient may be vaccinated or re-vaccinated in time to preifeiit 
the diffusion of the disease. To be effective vaccination must 
be performed in time to reach the stage of areola—from seven 
to nine days—bef(^>re any Hlness from small-pox occurs. 

As a rule, the diagnosis cannot be made with certainty pre¬ 
vious to the stage of eruption, and even then there is a possibility 
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t>f mistake. Generally, your safest course will be not to commit 
yourselTOs to a positive diagnosis until the vesicles are fully 
formed, up to which time there is but little danger from infec¬ 
tion. 

The principal diagnostic points are: the prominence of lum¬ 
bar pains and vomiting, the remission or cessation of fever as 
the eruption appears, the appearance of the eruption on the 
third day and first upon the forehead along the margin of the 
hair, the granular, hard, shotty papules, the umbilication of 
the vesicles, and the round, wliitish or ashy spots on the thioat 
and mouth. 

In the initial stage it is possible to mistake small-pox for ty¬ 
phus fever or meningitis. And during the first forty-eight hours 
the roseolous rash if present may be mistaken for scarlet fever 
or roseola. On the third day; when the papular rash is appear¬ 
ing, it may be mistaken for either measles, german measles or 
acne. At a later stage when the vesicles form it is possible to 
mistake it for varicella*or chicken-pox. 

Typhus fever- can be easily differentiated from small-pox after 
the advent of the eruption. In small-pox the eruption makes 
its appearance upon the third day, while in typhus it does not 
appear until the fifth day, and is first seen upon the abdomen. 

Meningitis often simulates small-pox in the initial stage, as 
both diseases have photophobia, intense headache, nausea and 
vomiting occurring as prominent symptoms. In meningitis, 
however, the face is generally pale and anxious, while in small¬ 
pox it is flushed. The advent of the eruption will always dispel 
any doubt as to the correct diagnosis. 

Acne is always distinguished by the absence of the special 
constitutional symptoms of small-pox. 

Measles may be differential^d from small-pox by the early 
presence of catarrhal symptoms and by the absence of well- 
marked lumbar pain. The papules appear on the third day in 
small-pox and are, small, hard and distinct. They appear on the 
fourth day in measles, and are larger and flatter, and soon run 
together in crescentic outlines. In small-pox the temperature 
falls as the stage of eruption is reached, while in measles it con¬ 
tinues to rise as the eruption appears. 

Varicella or chicken-pox differs from small-pox in the almost 
complete absence of prodromes and in the rapid course of the 
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eruption. The rash appears on the second day, shows itself at 
once upon the face and trunk, and in a few hours becomes ves¬ 
icular. The vesicles are usually small, oval and remarkably 
transparent, and are apt to appear in successive crops. 

Prognosis. —The prognosis will depend largely upon the 
amount- of the rash, for other things being equal, the more abun¬ 
dant the eruptiouy the greater iVte ilanger. 

The distinct variety is not usually fatal unless some complica-' 
tion arises, the mortality being about two or three per cent among 
the noii-vacciuated. In semi-confluent small-pox the mortality 
is about six per cent. In the confluent variety nearly one-half 
of the cases die. The hemorrhagic form is always fatal. 

The prognosis is greatly influenced by age. In early infancy 
and in old age, the ratio of mortality reaches its maximum. In 
intemperate people and in the over-worked and badly nourished, 
the prognosis is bad. Women, pregnant or in the puerperal 
state, and all persons unprotected by previous vaccination, run 
gi’eat risk when taken ill with small-pox. As in other epidemics, 
the mortality is greatest at the beginning and height of the epi¬ 
demic, and gradually declines as the latter draws to a close. 
Small-pox is, as a rule, more fatal in summer than in winter. 

Death is sometimes attributable to the intensity of the fever. 

Usually, if death occurs before the suppurative stage is reached, 
it is due to some complication involving, in the majority of cases, 
the throat and air passages. 

When not attributable to complications, a fatal termination is 
generally due to inability of the powers of the system to with¬ 
stand the depressing influence of the suppurative process. If 
death does not occur until the second week, it is oftenest due to 
exhaustion. 

The most dangerous complicatioh of small-pox at the suppur¬ 
ative stage, is acute fatty degeneration of the kitlneys. 

Unfavorable prognostics are, occurrence of- the disease at the 
extremes of life, violent nervous symptoms during the initial 
stage, abundance of eruption, continuation of fever after appear¬ 
ance of eruption, occurrence of petechise and local hemorrhages 
cessation of salivation, typhoid delirium and other ataxic symp¬ 
toms. 

Treatment. — Prophylaxis. —The preventive treatment of 



PROPHYLAXIS. 


351 


small-pox consists in vacdruiiian, properly performed, and of 
whicli 1 shall speak at my next lecture. Should your patient 
consult you too late to expect results from vaccination, you may 
administer either malandrinum or vaccininum internally as a 
prophylactic, usually with marked success. Drs. Baue and 
Straube speak highly of the effect of malandrinum in the Phil¬ 
adelphia epidemic of 1880-81, and Drs. Kaczkowsky, Landell, 
Hughes and others concur in testifying to the great value of vao- 
cininum. Baptisia, hydrastis, tartar emetic, sarracenm, cimici- 
fuga and sulphur, each and ail have advocates of their prophy¬ 
lactic virtues in small-pox. 

To prevent the spread of the disease, every small-pox* patient^ 
unless he can be thoroughly isolated at home, should be com¬ 
pelled to go to the municipal small-pox hospital. Every city 
and large town should have its small-pox hospital—built after 
the barrack system—particularly when the disease is prevailing 
as an epidemic. 

Every one in the house with the sick i)erson should be vaccin¬ 
ated or re-vaccinated. The patient should be removed to an 
upper room, as far from other living and sleeping rooms as pos¬ 
sible, and absolutely no one should have access to him or her, 
except the physician and the nurse. The sick room should be 
large —not less than fifteen hundred cubic feet—and ivell vmif^ 
lated, and the temperature should be kept below 60'" Fahr. All 
unnecessary furniture, and all curtains and hangings which are 
liable to interfere with ventilation or retain the contagion should 
be removed from the room. Sheets should be hung up in the 
door and window ways, which should be kept constantly saturated 
with Platt’s chlorides or some disinfecting solution. Absolutely 
no intercourse should be had by the nurse with the members of 
the family and the outside \\jorid, until all danger of contagion 
has passed. 

Inmates of the house during the continuance of the disease, 
should refrain froin visiting any school, church, theatre or other 
place of public assemblage. All letters before being sent from 
the house should be put in an oven and subjected to a temper¬ 
ature of not less than 260° Fahr. 

* All cases of small-pox occurring in the county, must be reported to the 
County Clerk; or, in cities, to the City Board of Health. 
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When attending a small-pox case, before entering the sick 
room, you shoxild remove your overcoat and put on a rubber 
coat, which must be sponged with a weak carbolic acid solution, 
and hung up in another room on leaving the apartment. Before 
visiting your next patient it would be well to take a short drive 
in the open air. 

Platt’s chlorides or a potassium cyanide solution (ten grains 
to the ounce of water), shotUd be sprinkled upon the bed and 
about the room. 

All discharges from the nose and mouth should be received on 
•cloths and immediately burned.. The urine and fseces, and any 
scabs that may fall from the body, should be received in vessels 
partly filled with either a five per cent solution of carbolic acid 
or some other disinfectant, and afterwards buried a sufficient 
distance from the water supply. All bed and body linen should 
be thoroughly washed in a disinfecting solution before being 
removed from the room, and afterwards baked. 

After recovery the patient should be batlied in Platt’s chlorides 
solution, or in a weak solution of chloride of zinc—one part to 
three hundred—and fresh clean clothing put on. And at least 
two weeks should elapse after desquamation has taken place, 
before he may be allowed to again enjoy the society of his fam¬ 
ily and friends. In the event of death the clothing of the de¬ 
ceased should be sprinkled with strong carbolic acid; the body 
placed in an air-tight coffin, and privately interred, as early as 
possible. 

After recovery or death, the apartment should be fumigated 
by burning sulphur, thoroughly aired, cleansed and whitewashed. 
The bedding, all articles worn by the patient, and all the wear¬ 
ing apparel used by the nurse, should be either baked or if pos¬ 
sible immersed in some disinfecting fluid and then thin^oughly 
boiled. The mattrass and pillows should be burned. 

Principal Bemedies.—Bopftsia, belladonna and verairum vir, 

are ofteuest indicated in the initial stage; vacdninum, inalan- 
drimimf tartar emet and thuja in the stage of eruptions; mercu- 
riu8, malandrinuni and in the suppurative stage; and 

mlphur in the stage of desiccation. 

Bapfisia will be needed during the initial fever when there is 
considerable prostration, and an early tendency to decomposition. 
Veratrum vir. is called for when the fever is intense, the pain 
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in the back is severe, and the pulse ife very rapid Cimicifuga 
should be thought of when the headache backache aie se¬ 
vere, and there is nausea and restlessness. Belladoiifiu will be, 
of service when the head and throat symptoms are severe, apd 
there is a tendency to delirium. 

Tartar enwt. is specially valuable during the eruptive stage. 
It is also of service during the s^ge of initial fever, if nausea 
’and vomiting ai'e very troublesome. After brymiay it is the 
remedy for early bronchitis. Metxurius will have a favorable 
efiect upon the suppurative process, if administered as soon as 
,tlie secondary fever appears. It is always indicated when such 
symptoms as salivation, ulcerated soro.throat, foetid breath and 
bloody diarrhea are present. An^et^kum iodide is preferable to 
either mercurius or tartar emet., after the pustules are formed, 
and there is a tendency to putrid decomposition. Apis will be 
of service when tiiere is excessive swelling of the face with 
troublesome itching, a4id when eitJier oedema of tlie glottis or 
nephritis thi eatens. Camphor, if the eruption suddenly disap¬ 
pears or suddenly becomes malignant. Laches is or rhus ioa^., if 
a typhoid condition attains during the suppurative stage. Mu- 
riaiic acid, or vaHolinum for malignant throat symptoms. 
llejmr suljdi. for croupous laryngeal symptoms during the sup¬ 
purative stage, and for boils during the stage of desiccation. 
Mercimiis cor. for the ophthalmia, and after apis for the paren¬ 
chymatous nepliritis. Bryonia and kali hich. for bronchitis. 
Phosphorus or (ariar emet for piioumoiiic complications. 
Sulphur when there is furious itching during desquamation. 
Kali salph, to hasten the removal of the scabs. Oimhona for 
excessive debility and prostration after a severe ftttack. 

Malandrinum, tartar emet., araenicum*and phos. acid are often- 
est used in confluent cases. Crotalus, ammonium curb, and 
Inchesis are the remedies most frequently administered in the 
hemorrhagic variety. 

Leading Indications. —The guiding symptoms for the differ¬ 
ent remedies may be compiled as follows; 

Ammonium carb.—Hemorrhagic tendency. Putrid sore 
throat {mur. acid). Dyspnoea from retrocession of eruption. 
Adynamia. 

Apis inel.—High fever with chilliness from the slightest 
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movement. Erysipelatotls redness and swelling with stinging, 
burning pains in skin and tliroat. Dry ulcers on the tonsils and 
palate. Nausea and vomiting with soreness of the pit of the 
stomach on pressiu’e Suppression of urine(Ayos,, opium)\ 

albuminuria (p//o^'. acid). Dyspnoea with great restlessness and 
trembling {ars. utb.) 

Arsenicum. —Great sinking of strength alb.) with 

burning heat and extreme restlessness {cawphovi). Frequent, 
small, trembling pulse. Irregular action of the heart, absence 
of the second sound. Tongue red, dry and cracked. Dryness 
of the mouth with violent thirst, drinks often, but little at a time 
(bclLj opp, bri/.). The eruption is intermixed with petechiaa 
(r/ms). The pustules sink in and their areola) grow livid (lack.). 
Mild delirium with convulsive twitohings of the tendons. Dysp¬ 
noea, constantly changing position. Violent diarrhea. Tyjihoid 
symptoms. 

• 

Baptisia.—Dull, stupefying headache (gels.). Nausea fob 
lowed by vomiting. Great prostration witii excessive pain in the 
lower part of the back. Tlie eruption is more marked in the 
throat than upon the skin. Foetid breatli with profuse salivation 
(mere.). Dark, red face with besotted expression. Dyspnoea 
and great nervous restlessness. Dysenteric stools.. Offensive 
secretions. 

Belladonna.—High fever and sore throat. Severe head symp¬ 
toms with delirium. Eyeballs red and injected with infolerance 
of light. Pain in the back as if it would break. Throbbing of 
the carotids (gels.). Intense swelling of the skin and mucous 
membrano (apis). Violent tonsilitis with stitching pain. Diffi¬ 
cult deglutition; fluids swallowec^return through the nose (Jcali 
bicit., lack.). Dry, spasmodic cough, worse at night (hgos.). In¬ 
voluntary micturition and defecation. Jerking of the bedclotlies. 
Starts as if in aflright on awaking or during sleep (ars.). 

Br yonia.—Great prostration with coldness or mixed chill and 
heat. Stitches, soreness and dry feeling in the thi'oat. Extreme 
sensitiveness of the epigastrium to the touch (apis). Nausea 
and faintness on rising. Restless sleep with moaning and with 
chewing motions (6cW.). Obstinate constipation. Chest symp¬ 
toms. 
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Camphor. —Suddea and great sinking of strength with cold¬ 
ness of the surface (ars.). Sudden collapse from exhaustion of 
the vital forces (verat alb,). The eruption suddenly disappears 
and the pustules appear to dry up rapidly. Dyspnoea with sen¬ 
sation of constriction around the throat with hot breath. Small, 
weak, scarcely perceptible pulse (ca?’6o. veg,). Rattling in the 

throat; involuntary evacuations. 

. • 

Cantharis. —The eruption assumes the hemorrhagic form. 
Tonailitis with inability to swallow. Thirst with aversion to ail 
fluids (bell.), Dysuria and bloody urine. Albuminous urine 
with cylindrical casts (terebinthina). Hemorrhages from tlie 
nose, mouth, intestinal canal, urinary and genital organs. 

CarbO. veg.—Coldness of the breath and tongue (verat alh,). 
Excessive i)rostratiou (ars.). Internal burning, wants to be 
fanned (ars.). Livid, purple appearance of eruption (lach,), 
Rattl ing in the throat with complete loss of vital power. Thread¬ 
like, scarcely ])erceptible pulse. Ecchymoses. 

Ciniicifuga.—Dull, heavy, aching pain in the small of the 
back, relieved by rest, increased by motion (hry,). Great mus¬ 
cular soreness (an/-., Pricking, itching heat of the skin, 

Severe pain in the head and eyeballs, aggravated by motion 
(bry.). Redness of the fauces and j>nlate. Obstinate sleepless¬ 
ness (coff.f ojyiinn). Delirium resembling delirium tremens 
{diijit.). 

Gelsemiiim. —Great exhaustion and drowsiness. Feeling as 
of a band around the head above the ears (mere,). Itching of 
the head, face and neck. Nausea and vomiting with weak, 
scarcely perceptible pulse. Trembling‘and complete loss of 
muscular power. Predominance of nervous symptoms. 

Haniamelis. —Tearing pains in the small of the back. Con¬ 
stipation with severe frontal headache. Hemorrhages from all 
parts. 

Hepar sulph.—High fever with redness of the face and 
hoarseness. Stitching pains extending from ear to ear when 
swallowing. Hoarse, croupy cough. Swelling and suppuration 
of the glands. Unhealthy skin, slight injuries induce suppura¬ 
tion ajid ulceration. 
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IfydraHtlH. —Dull, heavy, dragging pain and stiffness in the 
lumbar region. Faintness and prostration. Great swelling, red¬ 
ness and itcliing of the skin. Excessive soreness of the throat, 
which is studded with dark pustules. Obstinate constipation. 
Is said to prevent pitting when used both internally and exter¬ 
nally. 

Hyoscyamus, —Late appearance of the eruption, causing great 
nervoias excitement. Constant desire to get out of bed. Eed, 
sparkling, staring eyes {bell,). Constrictive sensations in the 
throat with inability to swallow {hell.). Involuntary stools at 
night (ars., rhm). Retention of urine {opufm). Grating of 
the teeth {apia, heJl .). Hyperfcsthosia of the skin. Brown sx^ots 
or gangrenous vesicles on the body. 

Lachesis. —Headache mostly in tlie forehead with miusea and 
chilliness. Aggravation of all the syinjitoms after sleep. Stu¬ 
por and muttering delirium {(i])is). 'Dry, red or black, cracked 
and bleeding tongue (or,s.). Oi)pre8riion of tlie chest. Solids 
swallow better tlian licpiiils. Irregularity of heart beat {dif/it .). 
Stitches in tlie throat when swallowing. Suxjxmration of tlie 
glands of the neck. Destructive decomposition of both fluids 
and solids. Passive heniorrliages of dark fluid blood. Specially 
adax^ted to a typhoid condition during suxipurative stage. In 
intemijerato x)ersojis. 

Malandriniiin. —Useful as a preventive, and when the secre¬ 
tions are very offensive. It almost invariably lessens tlie sec¬ 
ondary fever. (Malandrinum is attenuated lymiili from the 
horse-i)ox vesicle.) 

Mercurius. —Great restlessness, weariness and prostration. 
Swollen, soft, flabby tongue, taking the imprints of the teeth. 
Putrid odor from the mouthy(5apf.). Ulcerated throat with 
profuse salivation. Diarrhea or dysentery with tenesmus. Per¬ 
spiration without relief (ars., opp. gels.). Adapted to the sup¬ 
purative stage. 

Opium. —Complete loss of consciousness with slow stertorous 
breathing. Face, dark red, hot and bloated (6c^^.). Bed feels 
hot, can liardly lie on it. Difficult, intermitting breathing as 
from paralysis of the lungs {lye., fart. emet.). Retention of 
urine. Picking at the bedclothes. In children and old people. 

Phosphorus. —Stupefying headache with acuteness of smell 
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{hell.). . Difficulty of hearing, especially of tlie Immnn voice. 
Soreness of the stomach and abdomen to the touch. Pain in the 
back, as if broken {rhtta). Extensive i)eteehije or hemorrhages. 
Tiloody pustules. Pneumonic complications ( lyc .). Small, quick, 
easily compressed pulse. Dry, immovable tongue, cracked and 
covered ^vith sordes (ors., verai. alh .). After over-doSes of oam- 
plior. 

Phosphor i<f acid,—Great fear of death. Headache, worse 
from the least shaking or noise {bell.). Dryness of the mouth 
and throat without thirst (rntx). Involuntary stools; watery 
diarrhea. The pustules don’t fill with pus, but degenerate into 
large blisters which burst and leave the surface excoriated. Con¬ 
fluent small-pox. 

Rhus tox,- 'Great restlessness and uneasiness ( ara .). Bruised 
pains in tJie small of the back wlion sitting still or when lying; 
better from motion. Active delirium and great prostration. 
Vivid, troublosonie dreams of excessive bodily exertion. Dark, 
livid redness of the cheeks. Redness of the tip of the tongue 
in the shape of a triangle. Stmlesou the lips and teeth. Hem¬ 
orrhage from tlie mucous surfaces and into the pustules. I’he 
erui>tu>n shrinks and looks livid. Erysipelas with great burning. 
Glandular swellings. Confluent small-pox witli lyjdioid symp¬ 
toms. 

Sarracenia. —Is said to liave curative (3r prophylactic virtues 
ill tliis disease. 

Sulphur. During the stage of desiccation, and when the dis¬ 
ease pursues an iiregular couise. 

Tartar eniet.—Stupefying headache with pressure from with¬ 
out inwards, in tlie forehead and root of the nose. White, pasty 
coating on the tongue. Tongue red ip streaks and dry in the 
middle (rhus). Continuous, amfious nausea (/pm/c). Watery, 

. slimy, blotjdy diarrlioa. Great rattling of mucus in the chest. 
Excessive restlessness. Tlie pustules, after drying, leave bluish- 
red marks. Typhoid pneumonia. 

Thiija.-^Boriiig, stitching pains in the forehead, temples and 
over the eyes. Conjunctiva} inflamed and red like blood. Qidem- 
atous swelling of the face' (ap7s). Marked, dark red areolse 
around the pustules. Rawness and dryness in the throat. Burn¬ 
ing from the small of the back to between the shoulders (jpAoa.). 
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Painful drawing in the sacrum, coccyx and thighs, while sitting- 
Specially adapted to the stage of suppuration. 

Vaccininnni. —Great fear of taking smail-pox, is said to be a 
characteristic. Has been used with success in all stages. (Vac- 
cininum is attenuated lymph from the cow-pox vesicle.) 

Variollnuin.— Especially when throat symptoms are promi¬ 
nent. Is said to cause the disease to run a niij^ course, and 
prevent scarring. (Variolinum is attenuated lymph from tlie 
small-pox vesicle.) 

Yeratrum vir*—Severe frontal headache with vomiting. Sud¬ 
den spasms with nausea, vomiting and utter prostration.' Ped 
streaks in the middle of the tongue; yellow edges. Burning in 
the fauces with constant inclination to swallow. Intense fever 
with irregular, hard, frequent i)ulse. Oppression of the chest 
with slow, labored breathing. Profuse sweat. Itching and burn¬ 
ing of the skin. In plethoric individuals. 

HYGIENIC AND DIETETIC TREATMENT. 

The general management and nursing of the small-pox patient 
are highly important. The sick room should be large, icM-rcn^ 
filatcd, and moderately darkened. The temperature of the 
apartment should be kept below 60° Falir., which in winter 
should bo heated by an open fireplace ratlier than by hot air. 
Carpets and all unnecessary articles of furniture should be re¬ 
moved. The strictest attention should be given to cleanliiuiss 
and to the use of disinfectants. Platt’s chlorides, a solution t)£ 
carbolic acid or of potassium permanganate, should be sprinkled 
freely over the bed and on the floor. Cloths wet in the solution 
should also be suspended in the room. The physician or nurse 
should wash the hands in some disinfecting fluid, on every oc¬ 
casion for touching the patient 

The body may be sponged wiChor bathed in tepid, carbolized 
water as often as proves grateful. In severe or confluent crises, 
the continuous warm bath as practiced in Vienna renders excel¬ 
lent service. When the pustules rupture, carbolized baths are 
frequently effectual in relieving the itching. During desquama¬ 
tion, warm baths every two or three day... followed by oiling the 
body, are useful in removing the cruets. When the pain from 
the distension of the vesicles is intense, the parts may be soaked 
in hot water,or hot water compresses applied for fifteen or twenty 
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minutes, and the vesicles punctured to allow the escape of their 
contents. To correct the oflfensive odor during the suppurative 
stage, the siirface may be frequently bathed and the tliroat gar¬ 
gled with a weak solution of potassium permanganate (five or 
ten grains to a quart of water), or Platt's chlorides (one part to 
ten or fifteen of water). In confluent cases where the blebs 
break, marked benefit is derived from dusting the raw surface 
with a powder of atarcli and zinc oxide. 

* 'When the mucous membrane of the throat is highly inflamed, 
considerable relief is experienced from holding small pieces of 
cracked ice in the mouth, A sponge wrung out in hot water, 
repeated as it cools, often relieves the intense pains in the back. 
Hot cloths, as hot as can be borne, may be applied to the head 
when hendaclje is severe. Hot water compresses may also be 
resorted to when there is considerable oedema of tlie face and 
eyelids. Tlie general smarting pain, frequently experienced 
over the whole of the cutaneous surface, may often be relieved 
by iiiunciious with mildly carbolized vaseline. The position of 
tlie patient in bed should be frecpiently clianged so as to avoid 
constant pressure on the back or nates. 

The ireaimrnt of the eruption with a view to preventing scar¬ 
ring and disfiguration, is of the greatest importance. Usually 
tlie best rosulls are obtained from careful evacuation of the rcs- 
icles by njeans of a fine needle, and the constant use of carbolizod 
water dressings. And yet you will do well to remember that no 
measures will prevent the occurrence of a distinct cicatrix when¬ 
ever tliG integrity of the papillary layer of tJie corium is de¬ 
stroyed. If tlie pustules remain superficial tlie pitting wall bo 
slight, but if the true skin becomes involved, pitting will occur 
in spite of treatment. 

The diet consists iirincipally of ripe, corn starch and milk^ 
which may be taken ice cold*if desired. After three or four 
days beef tea, chicken broth, mutton broth, or yolks of eggs 
beaten up in milk, maybe alternated with milk. Water may be 
administered freely, and if preferred may be given cold. 

Sthnnlanis should be given in cases of great prostration, and 
when extensive suppuration threatens. They may be given alone 
or in the form of wine whey (p. 194), or brandy punch (p. 806). 

If constipation is 'present it may be relieved by the adminis¬ 
tration of enemas. 



LECTUEE XXIII. 

Viirioloid* and Vaccination. 

To-dny, before directing your attention varioloid or modified 
small-poXf I will give a passing notice to cow-pox, vaccinia in 
the human subject, inoculation and vaccination. 

Cow-Pox. 

Definition. —Cow-pox is a specific eruptive disease, occurring 
cliiefiv on the teats and udders of milch cows, and is character- 
ized by the development of papular, vesicular and pustular le¬ 
sions. It may api^ear either sporadically or as an epizootic, and 
is‘mainly communicable by actual contact. 

Synonyms.-— Kine-pock. Vaccine disease. 

History.—Cow-pox has prevailed from time immemorial, but 
is not as prevalent now as formerly. It may prevail at all sea¬ 
sons of the year except midsummer, but is most common during 
the mouths of May and June. 

Etiology.—It may be induced in cows in either of three ways: 
1. By inoculation with tlie^virus from affected cows. 2. By in¬ 
oculation with the virus of horse-pox. 3. By inoculation with 
the virus of small-pox. 

Clinical History. —After an incubation of from three to four 
days the parts become hot and tender, and a few small, red pa¬ 
pules appear on the base of the teats and ddder, which in three 
or four days change into vesicles and'become umbilicated. The 
vesicles are usually pea-sized, present a glistening appearance, 
and are generally oval on the body of the teats and udder, but 
(300) 
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circular on the base and neck of the teats. On the eighth or 
ninth day a pale, rose-colored areola appears around the vesicle, 
wliicli steadily enlarges until the huith or twelftli day, when it 
has attained the width of nearly lialf an inch. The lymph in the 
vesicle becomes opaque about the twelfth dny, and dt'siccation 
bikes place leaving brownish-bin k crusts wliich fall off in about 
three weeks. 

^ Horse-pox. —Horse-pox. is a similar disease to cow-pox, and 
uill produce vaccine disease in the cow. Its eruption is more 
generalized than that of cow-pox, and aj)penrs on the trunk and 
limbs as well as upon the nasal and buccal mucous membranes. 

VilCCillill. —(IN MAN.) 

Dcfliiition, —Vaccinia is an affection produced by the intro¬ 
duction into the human system of the virus of cow-pox, or of 
liumanized virus—a few removes from the cow-pox. It is conta¬ 
gious only by inoculation, and possesses valuable protective 
]m)perties against small-pox. 

Synonym.—Vaccine disease. 

(liuical History. Between tlie third and fourth days after 
the intioductioii of the virus into tlic 1i‘'SueB of a previously un- 
viiccinated subject, a light reddish, pin-head sized pajmle arises 
at the point of operation. On the fifth day an oval or circular 
A osicle of a bluish-white color, and surrounded by a yellowish- 
Avliite margin makes its ap|)earance. This A^esicle increases in 
size and becomes umbilicated on the sixth day. It is now sur- 
ii)unded by a very naii'OAV riiig of infianimatioji—the areola. On 
the eighth day the vesicle reaches its higliest degi ee of develop¬ 
ment and is about one-third of an incli in diameter. It is filled 
with a thin, transparent fluid, which betomos opalescent on the 
ninth day. The contents of tlie typical vesicle are auto-inocu- 
hible. (Between the fifth and eighth days is the time to take 
lymph for the purpose of vaccination). The areola enlarges 
during the ninth and tenth days, and attains its maximum size 
of about two inches in diameter, it is of a brilliant scarlet or 
, dark red color, and is most intense at the edge of the vesicle. 
The skin and cellular tissue become hardened and tumefied; 
heat, itching and tenderness are usually marked. The contigu¬ 
ous lymphatic glands ore apt to be irritated and swollen. 
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After the tenth or eleventh day the disease begins to subside. 
The red areola fades, the swelling and induration of the tissues 
abate, and the pustule—for such it has become—either ruptures 
or begins to dry up. Desiccation of the pustule progresses rap¬ 
idly, so that about the fourteenth or fifteenth day a firm, hard, 
dark-brown or mahogany-colored scab has formed, having a cen¬ 
tral depression and no areola of inflammation. Tlie scab grad¬ 
ually separates from the tissues and falls off about the eighteenth 
or twenty-first day, leaving a circular or oval depression or cicai. 
trix, stiidded with several minute pits or dots. The cicatrix is 
at first of a deep red or purple color, but fades gradually uiitil it 
finally assumes a dead-white color. The shape and size of the 
scar, crust and vesicle correspond with the scarification, and will 
be circular or irregular, according as the latter is circular or 
irregular. Although usually indelible, many of the most per¬ 
fect cicatrices disappear entirely as life advance.s. 

The constitutional distm*bances are usually very sliglit. The 
febrile reaction about tlie eiglith day different subjects, 

and is generally more S€>vere when bovine virus, procured re¬ 
cently from the cow, is used, than wlien humanized virus is in¬ 
troduced. 

Individuals possess different degrees of susceptibility to vac¬ 
cinia at different times. Cliildren are usually more suscex)tible 
than adults. 

• 

Irregularities,—The deviations from the regular course of 
development of vaccinia may be either normal or abnormal. 

1. The Normal Irregnlariiies.—Retardation in the ajjpearance 
of tlie vesicle is not uncommon. The vesicle may not show 
itself until tlio sixth or eighth day, and yet the disease may 
afterwards run a normal course, with no diminution of protective 
power. 

‘Whan vaccination is performec^ during the incubation periods 
of either measles, scarlet fever or .chicken-pox, and the vesicles 
do not reach the stage of areola, before the symptoms of the 
particular disease become manifest, the areola will not form 
until the disease has run its course. 

Old vaccinations, apparently unsuccessful, have not infre¬ 
quently been revived by recent vaccination. 

2. The Abnormal Iri'egidarities .—"Vaccinia is spurious when 
it assumes any of the following aspects: 
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a,—The appearance of red, pea-sized tubercles at the seat 
of vaccination. 

The development of acuminated instead of umbilicated 
vesicles, Avith marked itching. Instead of containing clear lymph, 
the vesicles contain a straw-colored fluid. The scabs fall off as 
early as the tenth day. 

c.—The formation of a bulla or hleb, instead of a papule or ves- 
icle. 

<L —The appearance of herpetic vesicles in crops, alx)ut the 
third day, preceded by shivering and accompanied by intolerable 
itcJiiug. 

c.—‘The sudden rupture and formation of ulcers, in vesicles, 
which, up to the eighth or ninth day, have apparently run a nor¬ 
mal course. 

Complications.— Vttccinal eruptions are not uncommon after 
the ninth day of vaccine disease. Roseola^ eryfhemo ivultiforme 
and iichen are oftenost mot with, and are generally of a benign 
character. • 

Enjsipelas is comparatively rare, but if it does occur during 
the course of development of the vaccine vesicle, it completely 
destroys the protecting jjower of the vaccination. The cause of 
the doA'elopinent of erysipelas during vnccinin is frequently 
found in the constitution and habits of the vaccinated indivitlual. 

E<'zc7U(t.‘—J.\\ eczematous subjects, eczema is t)ften aroused, 
and is apt to iutei’fere Avith the development of the vesicle, and 
may render the vaccination non-protective. It is advisable, 
therefore, not to vaccinate an individual suff’eriiig from any form 
of skin disease, X)articiilai*ly if it is A'esicular in character. 

Syphilis may be transmitted by vaccination Avith impure hu¬ 
manized virus, or by using an infected instrument. In such 
cases the blootl of the syphilitic* individual must have become 
mixed with the lymph, or else a vaccine crust from a syphilitic 
person must have been used. For pure, vumixed vaccine lymph 
cannot communicate syphilis eveji tliougJi taken from a syphi¬ 
litic patient. Inherited syphilis not infrequently develops after 
vaccination, even when animal vii’us is used. 

Qlandnlav Swellings .—Inflammation and suppuration of con- 
tiguouB lymphatic glands sometimes occur, and are annoying, 
though by no means dangerous complications. 
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Inoculation. 

Definition. —Inoculation is the now obsolete method of ren¬ 
dering small-pox poison innoxioxis, by introducing variolous 
lymph, taken on the fifth or sixtli day of the eruption, into the 
arm, and producing a contagious disease - capable of transmit¬ 
ting small-pox to others— which passes through the regular stages 
of feiiiail-pox in a mild and rapid course. 

History.—Inoculation was employed in China and India as 
early as the eleveiitli century. It was first practiced in Constan¬ 
tinople in 1700. Drs. Simoni, Kennedy and Pylariiii published 
an account of it in the Englisli journals in 1714-15. Lady Mon¬ 
tague, wliose son was inoculated at Constantinople in 1717, in¬ 
troduced the practice into England, by inoculating her daughter 
in the year 1721. It was first i)erforiued in this country in 1721 
by Ur. Boylston, of Boston, at the suggestion of the Bev. Cotton 
Mather. At tlio beginning of the present century it fell into 
disuse upon the advent of vaccination. 

(Miiiicai History,—On the second day after the introduction 
of tlic' lymph, a minute orange-cohjred spot is perceptible by the 
ai<l of a magnifying glass, at the j)()int where the operation is 
performed. On the tlii)*d or fourth day after the operation, the 
punctured point becomes hardened, and a small, umbilicated 
vesicle seated upon an inflamed base makes its appearance. On 
the fifth day the vesicle is well developed, and a narrow, rosy 
areola is formed. On the sixtli day the parts become hardened, 
hot and painful, [n the evening of the seventh or morning of 
the oigiitli day the jiatient is seized with rigoi's, lieadache and 
v(^initing. Eebrile movement follows, and a variolous eruption 
soon makes its appearancf^ on various parts of the body. Usually 
not more than twenty or thirty vesicles are formed. Sometimes 
not more than three or four papules can be discovered. Two liun- 
dred vesicles would form a maximum crop. After tlie eighth day 
the inflammation in the arm spreads with great rapidity, and a 
number of minute confluent vesicles appeaf uix>n the now large 
and irregular areola. On the tenth day the arm appears red, 
tense and shining, and the pustule, if it has not been opened, now 
bursts and discharges copiously. The disease now begins to 
subside, the areola fades, and desiccation progresses rapidly. 
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Surgery of Inoculation. —Inoculation is performed by intro¬ 
ducing a minute portion of variolous lymph, taken from a fifth 
day vesicle, into the am at the insertion of the deltoid, by means 
of a lancet. 

I 

Mortality. —The ratio of mortality after inoculation is about 
one per cent 

Vaccination. 

Definition. —Vaccination is the introduction of bovine or ftw- 
manizcd virus into tlie skin of the human subject It is the 
method usually employed to induce vaccinia as a protective 
against small-pox. 

History. —The history of vaccination dates from the latter 
part of the last century. It is intimately connected with the 
life of Jennor, who was born in 1749 at the vicarage of Berkley, 
in Gloucestershire, ajid died in 1823, full of years and honors. 

On the fourteenth day of May, 1796, Jonncr mode his first 
vacciiination. It was i)erformed on a boy named James Phipps, 
eight years t)f age. Tlie lymph was taken from the liand ol 
Sarah Milnes^—a milk-maid who had boon infected by her em¬ 
ployer’s cows—and inserted by two superficial incisions. The 
patient passed through the disease satisfactorily and was tested 
on the first day of July following, by small-pox inoculation, 
without effect. 

Vaccination was introduced into this country by Dr. Water- 
house of Boston, in July, 1800, with virus received from Jennor. 
It was introduced into France the same year, reached India in 
1802, and rapidly'came into general use. 

The principle of vaccination introduced by Jenner is receiving 
new development, and is now being applied by Pasteur to the 
extinction of other diseases. 

Prophylactic Influence. —The position of tlie medical profes- 
sion on the protective power of vaccination against small-pox is, 
that in the majority of cases, those who have gone regularly 
through vaccinia are saved from any future attack of small-pox, 
and that in the majority of cases—where it does not prevent—-it 
so modifies the disease as to deprive it of all danger to life. 

Marson’s table, giving the results of observations on nearly 
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five thousand post-vaccinal cases of small-pox scattered over a 
period of twenty years, well exemplifies this protective power. 


Clnssifit^aiion of patients No. of rteatlis. Per cent 

utfected with gmall-pox. in each class. 

1. Unvaccinated... 35. 

2. Stated to have been vaccinated, but having no 

cicatrix. 23.57 

3. Vaccinated. 

rt. Having one vaccine cicatrix. 7.73 

5. Having two vaccine cicatrices. 4.70 

c. Having tliree vaccine cicatrices. 1.95 

d. Having four or more cicatrices. 0.55 

e. Having well-marked cicatrices. 2.52 

/. Having badly-marked cicjxtrices... 8.82 

4. Having previously had small-pox. 19. 


The Virus.—In this country vaccinuHon with or lieifer- 

transmitted cow-pox virus, is the rule. Tlie cuiTeiit stocks • 
are either bovine virus or humanized virnSj one or a few iMunoves 
from the cow-pock. The fewer removes the lympli undergoes, 
the more marked the freethjin from post-vacciijal small-pox, after 
its use. Vaccine vims which lias gone through many successive 
traiisraiBsioiis loses considerable of its prophylactic influence. 
The more frequent occurrence and greater fatality of post-vaeci- 
nal small-pox during tlie last twenty years, is doubtless due to 
the use of long-humanized virus. Erysipelas occurs Avifcli greater 
frequency after the use of humanized lymph, than after care¬ 
fully selected bovine virus. 

Quill slips and ivory points are tlie favorite methods of pre^ 
serving animal or bovine vaccine, wdiile the crust is the usual 
method of preserving hunrnnized.vaccine. 

For several years past I have been accustomed to vaccinate 
my private patients >vith bovine virus, using the w^ell-prepared 
ivory points. The points are always convenient and cleanly, and 
the bovine virus has in every case given satisfaction. 

Period of Performance.— As a generil rule, if the health of 
the child permits, the operation should be performed about the 
age of three months, thus anticipating tlie period of dentition. 

* For a fall account of the method of obtaining and storing virus, consult 
Harding oji “Essentials of Vaticination.” 
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Uuder danger of infection, however, no age should be exempt 
from vaccination. 

The following comparative table of small-pox death-rates 
among vaccinated and unvaccinated resi)ective]y, for one year 
ending May 29, 1881, given by Dr. Buchanan, of London, shows 
the value of infant vaccination, anti the necessity for re-vaccina¬ 
tion. 

* Death-ra*e ]i€r luillion among Death-rate per minion 

Ages or patients. the \ncriDuted. among the nn\a('( mated. 

All ages. 00 . 3,350 

Under twenty years.. - 61 ...4,520 

Under five years.40J. 5,960 

lle-vaocination,—All peraons who have been vaccinated in 
infancy should:^undergo re-vacciuntion ns they approach adult 
life. The best time for re-vaccination is from fifteen to eighteen 
years of age. All doubtful primary vaccinations should be put 
to the test of a le-vaccyiation. Under danger of infection, re¬ 
vaccination should be performed, even if ojily a short time has 
elapsed since a pr(*vious inoculation. Dr. Martin reports tliat 
lie lias succeeded in re-vaccinating with bovine virus in seventy- 
three per cent of tlie cases. Severe constitutional symptoms 
occur much more frequently after a re-vaccination than after a 
primary vaccination. 

Surgery of Vsiccinatioii.—The preferable method of insert¬ 
ing the virus is by scarijlvdlion^ which consists in making a 
number of single or double scratches or (-ross scratches. A 
small^ wedge-shaped lancet is all-sufficient for the jiurposo, but 
my prefeience is to use for each case a separate ivory point 
cliarged \vith lymph. Before inserting the point it will be nec¬ 
essary to “revive” the lympli Vitli a minute quantity of cold 
water. The vaccination should not be performed hurriedly; the 
lymph must be worked into the wound until dry. In scarifying 
you should go deep enough to cause n slight oozing, but not a 
fiow of blood. 

The usual place for performing vaccination is upon the left 
arm, at the insertion of the deltoid muscle, and along its poster¬ 
ior border. The several scarifications or punctures—if valvular 
punctures are resorted to—should be made at some little distance 
from each other. When vaccinating by separate punctures —per- 
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formed by introducing, at an angle of about 45 degrees, beneath 
the cutis n well-charged needle or lancet in such a way that the 
lymph may gravitate into the wound—yon should make such punc¬ 
tures ns will produce at least four separate good-sized vesicles, 
not less than half an inch apart. After a perfect vaccination the 
tmited urea of the cicatrices should amount to one-half a square 
inch. It is usually considered advisable to examine the vesicle 
on tJie eighth or ninth day f>f tJie disease, and also the cicatri?:, 
as soon as it is formed. 


Varioloid. 

Deflilitioii.—Varioloid is an acute contagious disease, due to 
tlio small-pox contagion, occurrijig only in individuals who have 
been successfully vaccinated, or who have alre^y had the nat¬ 
ural or inoculated disease. It runs through the same stages as 
small-pt)x, but is of shorter duration, and may abort at any i^eriod. 

Synoiiyiii.—Modified small-pox. 

Etiology.—The etiology of varioloid is the same as that of 
Bmall-{>ox. The vii*us of varioloid is capable of pi'oducing in 
persons unprotected, a severe and fatal form of small-pox. 

Clinical History .—The initial symptoms are of the same 
character, and are often as marked, as in cases of nahirabsmnll- 
pox. Not infrequently in children the attack begins with slight 
fever attended with headache and languor, v/hjch subsides in twa 
or tliree days, as soon as the eruption appears. The (*i uption is 
far less copious than in the regular form of the disease, and 
passes more rapidly through its successive changes. Tlie small 
red spots fii'st appear, usually on the forehead, and are immedi¬ 
ately fo1h>w6d hy papules, whidi ^within twelve hours may be¬ 
come converted into •vesicles. The vesicles rapidly increase in 
size, and are sometimes umbilicateti. On the third day they 
become changed into pustules, without any tumefaction of the 
cutaneous surface. Secondary fever seldom appears, unless the 
rash ib extensive. When present, it is usually slight and gener¬ 
ally disappears witliin twenty-four or forty-eight hours. On the 
fifth day the pustules begin to dry up, and desiccation may be 
completed by the seventh day. 

The scabs begin to fall as early as the eighth day of the erup- 
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tion, and desquamation is usually completed about the twelfth or 
fourteenth day. Reddish spots or blotches are lefi^ which grad¬ 
ually disappear without leaving cicatrices. 

Duration.— The duration of varioloid varies from ten to 
twenty days. 

DifFerentiai Diagnosis. —The differential diagnosis of vario¬ 
loid is the same as that of small-pox. 

Varioloid differs from small-pox, with which it may be con¬ 
founded, in the rapid development and decline of the eruption, 
in the small number of pustules, and in the short time required 
for the formation and separation of the crusts. 

Prognosis. —The prognosis is generally good. Exceptionally 
the disease proves fatal in a ratio of from five to ten per cent. 

IVoatment. —Tlie treatment for varioloid is essentially the 
same as for mild small-pox (p. 350). 



LECTURE XXIY. 

Chicken-Pox. 

Definition. —Chicken-pox may be defined as an acute epi¬ 
demic contagious disease, occurring for the most i>art in bhildren, 
characterized by an eruption of oval, isolated, homp-seed sized 
vesicle, appearing in successive crojps, accompanied by a very 
mo( lerato constitutional disturbance. It occurs only once in the 
same individual. Thti period of incubation is eight days. 

Synonyms.—V aricella. Swine-pox. Bastard-i)ox. Water- 
pox. False variola. 

History.—Chicken-pox was first described in France by Rtv 
vi^jre in 1660, and in England by Harvey in 1696. 

The name vamcellaf meaning liiile smalUpox, came into use 
about 1770. 

Etiology.—The exact nature of the specific poison of chicken- 
pox is unknown. It may be communicated by inoculation, and 
attacks indifferently the vaccinated and the uiivuccinated. It is 
commonly a disease of early life, and becomes markedly infre¬ 
quent after the seventh year. 

Clinical History.—After^an incuCation of from four to sev¬ 
enteen—usually eight—days, the attack sets in with slight chilli¬ 
ness, headache, languor, and occasionally vomiting, followed by 
more or less marked febrile movement. In twenty-four hours 
the eruption appears in the form of small, deep-red jjapuiar 
sixjts—varying in number from one dozen to several hundred— 
£rst upon the back and chest, and then upon the face and ex¬ 
tremities. On the second day the papules have become converted 
into vesicles. The vesicles are of small size, usually less tha# 
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one-fifth of an inch in diameter, oblong in shape, and contain a 
clear, transparent fluid which gi^^s them a bright and glistening 
appearance. After twenty-four nours they become slightly tur¬ 
bid and lactescent—not puriform. On the fourth day desicca¬ 
tion begins, and is usually completed within two days. The 
scabs, which are thin, superficial, and of a liglit-brown color, fall 
off between the eighth and ninth days. A peculiar feature of 
chicken-i)ox is the appearance of the vesicles in successive crojjs. 
Not infrequently fifty or one hundred new spots will be observed ' 
to appear each night for four or five days. The eruption is gen¬ 
erally attended with considerable itclihig, and some slight coji- 
stitutional disturbance. The temperature rarely exceeds 100^" 
Ealir. 

Duration. —The duration of chicken-pox varies from four to 
seven days. 

Differential Diagnosis. —The disease with which chicken-pox 
is oftenest confounded, is varioloid. The .following are the cliief 
diagnostic points: 

The stage of invasion in varioloid is longer and the initiatory 
fever is much more severe tlian in chicken-pox. The chicken- 
pox rash appears on the second day, and in a few hours bt'c<jmes 
v(^sicular, while the varioloid rash both appears and undergoes 
vesiculation later. In varioloid, as in ordinaiy small-pox, the 
eruption appears first on the face; in chicken-pox it appears fii st 
on the body. The eruption comes out regularly in varioloid, and 
some of tlie vesicles are umbilicated. In chicken-pox it comes 
out irregularly and in successive crops^ and presents no umbili- 
cati<ni. Tlie mildness of the constitutional symptoms is always 
marked in chicken-])ox. 

Prognosis. -The progEosis i% always favorable, unless com¬ 
plications arise. Recurrences of the disease have never been 
obseiwed. 

Treatment. —Chicken-pox requires little treatment beyond 
attention to diet, and the careful avoidance of premature expo¬ 
sure to atmospheric changes. Rhus tox. is usually the only 
internal remedy required. If there is much febrile disturbance 
aconite may be of service. Apis mcL will prove useful if there 

much itching with the eruption. Belladonna may be needed 
as an iutercurrent remedy for headache and sore throat. Mer- 
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curiits or tartar emet will be called for, if any of the vesicles 
threaten to suppurate. 

The diet should be light and Hon-stimulating—milk is usually 
preferred. The irritation of the skin is best relieved by the 
ax)plication of oil or cosmoline. 

Miliary Fever. 

Though not, strictly speaking, a contagious disease, miliarif 
ferrr is iiiclmlod in this class, by reason of its possessing many 
elements of ctmtagion, and it is described here on account of its 
phenomenal prevalence in connection with measles and scarlet 
fever. 

Definition. —Miliary fever may be defined as an acute febi'ile 
affection, occurring in the form of short, circumscribed, local 
epidemics, characterized by profuse sweating attended with liigb 
fever, intense pain at the eijigastrium, and a sense of suffocation, 
followed after the third or fourtli day by a vesicular eruption, 
which in two or three days disappears by desquamation. Its 
average duration is from five to eight days. Relapses are com¬ 
mon. 

Synonyms.— Sweating sickness. Sudoral exanthema. Sudor 
anglicus. 

History.—The history of miliary fever dates back to tlie closo 
of the fifteenth century, wlien it was first clearly described un¬ 
der the name of the “English sweating sickness.” 

It appeared in England in 1486, sliortly after the battle'of 
Boswortli, and proved alarmingly fatal. 

It re-appearod in 1507 and aghii^ in 1518, when the epidemic 
was extremely violent. 

In 1520 it appeared in England for the fourth time, and soon 
extended to the continent, and overran the gresCter jDart of Europe. 
The la^outbreak in England occurred in 1551. 

After an interval of over a century .md a half (1718), miliary 
fever re-appeared in France, Italy, Germany, Austria and also 
Belgium. 

In 1802 an epidemic appeared at Bottingen, in Bavaria, and 
Tan its course in ten days. 
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It prevailed in Italy and Germany in 1837-39, and in IJolgium 
in 1849. 

Miliary fever occurred in 18S® and 1855 simoltaneouBly with 
epidemics of scarlet fever and measles. It occurred in connec¬ 
tion with cholera in 1849-54. 

Etiology.—The nature of the (.^.citing cause of miliary fever 
remains as yet unknown. 

^ Epuleinics are often Mmited to single places, or spread only 
over definite areas. They prevail mostly during the spring and 
summer months, and last on an average fioin seven to fourteen 
days; occasionally they continue two or throe months. In some 
epKlcmica from one-fifth to one-tenth of the whole ivjpulation is 
attacked by disease. 

Like typlioid f(wer, miliary fever attacks the strong and tlie 
vigorous. It affects adult life mostly, and occurs oftoner in 
M-^omen than in men. An attack affords no immunity from tlie 

disease, even during the same epidemic. 

• 

Clinical History.—The clinical history embraces a descrip¬ 
tion of the stage of invasion, the sweating stage, and the st/ige 
of eruption aiul desquamation. 

The Sta(je of Invasion .—The i)rodromal stage or stage of in- 
\a«ion lasts from two to three days. The patient coniplauis of 
o\cossivo • irritation of the skin, thirst, headache, and general 
lassitude. There is generally more or h^ss febrile movement, 
and not infrequently a feeling of suffocation ])rocedpd by a sense 
of oppression at the epigastrium. 

The Sweniimj Sfaije .— In the evening m-during the night of 
the second or third day, the second stage of tlie ilisease is nsh- 
eied in, usually by ligors, seldom by a pronounced cliill. A 
profuse and persistent swoat^at'once ap})ears, accompanied by a 
prickling sensation in the skin, eiiigastric oppression, anti palpi¬ 
tation of the heart witli precordial pain. The temjierature rises 
rapidly to 103'' Fahr., and sometimes even to 105” Fahr. The 
puLe quickens to 130 or 140 heats per miiud^e. The headache 
increases, and the palpitation of the heart becomes violent and ^ 
tumultuous. The respirations become rapid, often irregular, 
and the sense of suffocation is extreme. The urine is generally 
turbid, scanty and high-colored, and there is great tenderness oiil 
pressure, in the epigastrium. After these symptoms have con- 



376 


LECTURES ON FEVERS. 


tinned unabated, or have displayed a tendency to irregular exa¬ 
cerbations or intermissions for three or four days, sometimes 
longer, tlie eruption appears, and the patient enters the third 
stage. 

The Stage of Eruption .—As the eruption appears, the symp¬ 
toms of the preceding stage rapidly abate. The rash consists ot 
irregularly shaped spots which sometimes stud the skin so thickly 
as to resemble the eruption of scarlet fever. It appears first 
upon the neck and chest, and gradually extends to the back and 
extremities. After a few hours vesicles appear in the center of 
the spots, and rapidly increase in dimensions until they attain 
the size of a millet seed or a small pea The vesicles contain at 
first a clear fluid which gi’adually becomes opaque and yellowish. 
After two or three days they burst or dry up, and form crusts 
Avliich fall off in scales, within twenty-four hours. Convalescence 
is usually protracted in consequence of the great debility and 
emaciation. In some severe cases, during the sweating stage, a 
typhoid condition may be developed, or a sudden and fatal col¬ 
lapse may occur. 

Complications seldom occur; occasionally either bronchitis, 
pneumonia, sore tJiroat or diarrhea accompany the disease. 

Duration. —The average duration of miliary fever is from five 
to eight days. Epidemics last from seven days to three months 
or longer. 

Morbid Anatomy. —Miliaiy fever presents no characteristic 
anatomical lesum. 

Tlie blood is thin, bright-red during life, but dark-colored after 
death. Hyperaunia of the lungs, liver, spleen and mucous mem¬ 
brane is generally present Superficial ulcers are sometimes 
met with in the region of.the ileo-ctecal valve. The cutaneous 
erupiio^i is caused by the hindrance to the escape of the SAveat 
from the sweat glands. The imprisoned secretion emerges under 
the epidermis around the sweat duct, and as the scales become 
elevated a small, clear vesicle is formed. 

Differential Diagnosis* —The discrimination of miliary fever 
from other affections—more particularly typhoid fever, measles 
and dengue—having some points of resemblance to it, is, under 
Ordinary circumstances, unattended with difficulty. The profuse 
sweating, the prickling of the skin, the intense oppression at the 
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CHABT XVII.—Jlft7tarjr fever. 
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epigastrium, the precordial pain, the feeling of suffocation, and 
the peculiarity of the eruption, readily distinguish it from all 
other epidemic diseases. 

Prognosis. —The mortality varies in different epidemics; its 
average is from eight to ten per cent. The prognosis is generally 
favorable when the disease runs a regular course with only mod¬ 
erate severity. It is unfavorable when the temperature is high, 
the sweating x>rofuae, and the sense of constriction intense; alsp 
when violent delirium, convulsions, coma or profuse hemorrhages 
sujjervene. 

Death most frequently occurs in the sweating stage, during 

the exacerbation which precedes the appearance of the eruption. 

• 

Treatment.—Principal Keiiiedies.— Bryonia is the main 
remedy during tlie first part of the disease. It is specially indi¬ 
cated if typlioid symptoms threaten! Aconite will be needed 
when there is great nervous excitement and marked febrile move¬ 
ment. Cactui^ will often relieve the palpitation and the sense of 
constriction with precordial pain. Arsvnicuyn is called for if 
there is much anxiety and restlessness, with burning fever. Ja- 
horandi, sarnbnens or mrrrn rins should be thought of wlien the 
sweating is very i)rofnse. Ipecac if there is intense dyspnoea 
with a fainting sort of nausea. Apis when there is much itch¬ 
ing, or urinary suppression threatens. Sulphur during desicca¬ 
tion, and Cinchona during convalescence. 

Other remedies not infrequently of service are, amm. carb., 
ant. crud., bapt., boll., caust., cliam., convallaria, digit, hepar 
sulijh., hyos., lach., inez., nat. mur., phos., polyporus, puls., rhus 
tox., selen., sil., spig., sulph. acid, and verat. alb. 

The patient should be kept in bed and given a moderately nu¬ 
tritious diet. Frequent^ sponging of the surface with warm 
water is highly beneficial. Stimukition may be needed in severe 
cases. 



LECTURE XXV. 

Measles. 

Measles is the most prevalent of all the fevers. 

Definition.—It may be defined as an acute, epidemic conta¬ 
gious disease, lasting about seven dfiys, occurring mostly in 
early life, characterized by an eruption of red spots resembling 
fiea-bites, which coalesce into crescents, accompanied by catarrhal 
symptoms, more or lefe fever, and general constitutional dis¬ 
turbance. It is generally unattended with danger, but is espe¬ 
cially liable to be followed by sequels. It rarely occurs a second 
time in the same individual. The period of incubation averages 
from nine to twelve days. 

Synonyms.—Rubeola. Morbilli. Rougeole. Maseru. 

History.—Measles invaded the world alx>ut the same time as 
small-pox. It is supposed to have started on the shores of the 
Red Sea during the fifth or six century. 

It was described by the Arabian physician Rhazes in the early 
part of the tenth century. The term rubeola was introduced 
somewhat later by the Latin translators of Hali Abbas, who de¬ 
scribed it under the name Hasb^ or Alhasbet. 

Rhazes and Avicenna tauglrt that small-pox, measles and scar¬ 
let fever were the same disease. 

Measles was first, distinguished from small pox by the Arabian 
physicians of the twelfth century. Morton viewed measles and 
scarlet fever as products of the same miasm, and believed that 
they stood in the same relation as distinct and confluent small-pox. 

In 1670 Sydenham carefully restricted the term morbilli — 
hitherto used in describing scarlet fever and measles as one dis- 

(379) 
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ease—to measles, and deafly distinguished the latter from 
smali-pox. Measles and scarlet fever, however, continued to be 
confounded until about one hundred years ago. 

The first records of true epidemics of measles were furnished 
by Forest in 1663. 

Etiology.—1. The Predisposing Causes, —Measles appears at 
all seasons of the year, and affects every latitude. Epidemics 
are more severe during the winter than during the summer 
months. 

Meteorological conditions exert little influence upon measles. 
Low and damp situations, however, are supposed to favor its 
prevalence and encourage the development of complications and 
sequels. 

Age exerts considerable influence as a predisposing cause. It 
is for the most part an affection of early life, being most fre¬ 
quent between tlie ages of two and five years. After fifteen 
years the liability to the contagion diminishes but never entirely 
disappears among those who are not protected by previous 
attack. 

Se^ exerts little influence. The statistics of measles show 
that males are more frequently attacked than females. • 

Pace and naiiojinliiy have but little influence. The suscepti¬ 
bility to the contagion is almost universal. Savages have some¬ 
times suffered greatly from it. 

2. The JSirciiing Cause, —Measles is caused by a specific poison, 
the exact nature of which is still unknown. Klebs and Keating 
describe it as a micrococcus. It is found in the mucous secre¬ 
tions and in the blood of individuals suffering from it, and may 
be conveyed by inoculati^. It may be carried in the clothing 
and in fluids—which actasfomites—from one place to another. 
Measles, therefore, is in a certain sense a portable disease. It 
is contagious in all its stages, and its poison’ is more tenacious 
than that of either small-pox or scarlet fever. As a rule, a per¬ 
son uni>rptected is more certain to take measles than is an un¬ 
protected individual to contract small-pox or scarlet fever under 
similar circumstances of exposure. The period of incubation 
varies from five to twenty days—usually it extends from nine to 
twelve days. 
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Clinical History. —The clinical history embraces a description 
of the premonitory, eruptive and desquamative stages. 

Pvf^onHory Sia<jc .—At the close of the period of incubation 
—a period without fever, and free from local symptoms— the 
disease sets in with symptoms resembling those of a severe cold, 
or rather an attack of influenza. The patient is languid and 
chilly, and complains of frontal headache, and pains in the back 
and limbs. There is coryza with frequent sneezing, and a con¬ 
stant irritating, watery discharge from the nostrils. Febrile 
movement, accompanied by irregular chilly sensatums and shiv¬ 
ering soon follows, and the temperature may rise to 102*^ Falir. 
or 104^ Fahr, The eyes are injected and watery, and the tears 
excoriate the face. There is great drowsiness with wandering 
and screaming at night. The tongue is usually furred, the ap¬ 
petite is either impaired or lost, and, in some cases, nausea and 
vomiting occur. The bowels are either natural or there may be 
slight constipation or diarrhea. Thfere is slight soreness of the 
tliroat with a dry, hoars^, laryngeal cough, and slight dyspnoea. 
A rose-colored, punctate redness of the tonsils, roof of the mouth 
and palate is frequently observed twenty-four hours before the 
eruption appears. A red papule is often observed near the free 
border of the uvula several days before the rash appears upon 
the skin. 

This stagQ lasts from three to five—usually four—days. Upon 
its conclusion the eruption ai)pearB, usually with an increase of 
tlie fever, which had in a great measure abated, and an eleva¬ 
tion oi the temperature to 103° Fahr., or even 100° Fahr. 

The Erupiive Stage, —The eruption appears usually first upon 
the temples and forehead, and theucc extends in about thirty 
hours over the neck, trunk and extremities, apj>earing latest upon 
the dorsum of the hand. At firstit presents the appearance of 
minute, round, bright rose or ddfep rod spots, not unlike flea-bites, 
varying between one-twentieth and one-fourth of an inch in di¬ 
ameter. Scanty at the beginning, these flat-topped papules— 
for such they rapidly become—soon become numerous, especially 
on the face, and are often crowded together in patches of a cres¬ 
centic or semi-lunar shape, with normal colored skin between 
them. When pressed upon, their color disappears, to return 
rapidly from the center to the periphery, when the pressure is 
removed. After the eruption has existed for two or three days, 
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it begins to fa4e, first from |;lie face, and successively from tho 
neck, chest and extremities. 

' y 

As the rash makes its appearance, the skin becomes hot and 
swollen, especially on tho face, and is attended with more or less 
itching and burning. The coryza increases, the fever rises, and 
there is a general exacerbation of the symptoms. The pulse 
ranges from 100 to 140 or even 160, and the temperature may 
run up to 104° Fahr. or 106° Fahr. It remains at 102° Fahr. pr 
103° Fahr. in ordinary cases. The respirations are short and 
hurried. The cough continues and is loud, hoarse and frequent. 
It has been termed the “ iron covgli ’ ’ of measles. Bronchial rales 
are frequently seen upon the physical exploration of the chest. 
The irritation of tlie eyes continues, and not infrequently there 
is conjunctivitis. The tongue is covered with a thick, creamy 
fur in the center, but is clean and red at the tip and edges. The 
sore throat continues, and there is marked redness of the tonsils, 
pharynx and soft palate. The urine is turbid and scanty, and 
contains urates. The duration of this‘s stage is from three to 
four days. 

The Stage of De^^quama^^on .—After the eruption has reached 
its height—usually on tho second day—the disease remains 
nearly stationary during the balance of the eruptive stage, and 
then gradually abates. The rash now begins to fade, the tem¬ 
perature declines two or three degrees, the pulse lessens in fre¬ 
quency, and the catarrhal symptoms subside. The eruption, as 
a rule, begins to decline upon any part, about thirty-six hour 
from the time of its first appearance upon that part. It steadily 
disappears from above downwards in the order in which it first 
appeared; not infrequently it will have faded from the-face and 
neck, while it is still more or less prominent upon the extremi¬ 
ties. The cuticle desquamates in the form of furfuraceous or 
branny scales in a considerable number of the cases, leaving 
yellowish-brown pigmentations of the surface, where the ele¬ 
ments of the eruption have existed. These pigmentations or 
stains Temain a variable length of time, and are gradually re¬ 
moved by absorption. Desquamation is, usually accomplished 
in from three days to one Tveek,and is often scarcely noticeable. 
Coincident with the disappearance of the eruption, the febrile 
movement ceases, and the patient becomes convalescent. 
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Duration. —The duration of the disease varies from twelve 
to sixteen days. 

Irregular Types.—Anomalous cases of measles not infre¬ 
quently occur during the course of epidemics. They are de¬ 
pendent partly upon the intensity of the poison, partly upon the 
degree of physical vigor, and partly upon the hygienic surround¬ 
ings. 

• At times the eruption is irregular and fitful. In mild cases it 
may fade in a single night, and no evil consequences result from 
the disappearance. Occasionally the papules are small in size, 
few in number, and light colored. The order of their appearance 
may be partially reversed, so that instead of cropping out first 
upon the face and then upon the trunk, they may show them¬ 
selves first on the trunk, and afterwards on the face. Sometimes 
the stains after desiccation assume a livid or purplish Ime, iinat- 
tended by malignant or dangerous symptoms. An irregular 
variety occasionally prevails epidemically, among the poorly 
nourished and badly hygiened, characterized by a tendency to 
ulceration of the mucous surfaces. Cases formerly described as 
presenting catarrhal and febrile symptoms without the eruption 
—ryhvola swp eruptioiie —were, to say the least, very doubtful 
cases of the disease, wliile those alluded to as measles without 
catarrhal symjjtoms— ruhcola sine caian^ho —were in all proba¬ 
bility, simply cases of roseola. 

Malignant Measles.—This irregular type of the disease gen¬ 
erally i>revails epidemically; occasionally it occurs sporadically. 
It is commonly known as ‘‘black measles,” and may appear in 
either of two forms: 

1. An irregular form in which there is a very high range of 
temperature from the beginning* of th^ attack. There is usually 
great restlessness, dyspnoea, and dryness of the tongue. The 
eruption, which at first may be bright-red, early assumes a dark- 
claret hue. The dark color of the eruption is due to the changes 
in the blood consequent upon the high temperature. 

2, A form, called by some hemorrhagic measles, in which the 
eruption is largely composed of petechial spots scattered over 
the surface. A few days after the onset of the fever and the 
appearance of the eruption as in the ordinary form of the dis¬ 
ease, the eruption assumes a dark color, and the symptoms take 
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on a typhoid character. The tongue becomes dry and glazed in 
the center, sordos collect upon the teeth, and there may be vom¬ 
iting and diarrhea. The peculiarities of this form are dependent 
upon a liemorrhagic diathesis. 

In either of these irregular types the patient may die of 
exhaustion, or of congestion of the intenial organs, or from 
hemorrhages, 

* 

Complications and Sequels, —The'most important complica¬ 
tions of measles are seated in the respiratory system. 

Cajyillary bronchiiis, following the ordinary bronchial catarrh 
of the disease, is most apt to occur in young children. It may 
develoj) at any stage, and is always of serious import. The 
groat danger when the bronchitis becomes diffuse and extends 
into the finer .tubes, is that atelectasis and secondary lobular 
pneumonia will ensue, and destroy the life of the patient by cut¬ 
ting off extensive areas of breathing surface. Capillary bron¬ 
chitis is attende{l with increasing dyspnoea, lividity of the face 
and extremities, and great i^rostratiun. Crepitant and sub-crep¬ 
itant rales at the lower portions of tlie posterior dorsal regions, 
without dullness at first, and witJi increased resonance later, usu¬ 
ally attend its appearance. In children under three years of age 
capillary bronchitis generally proves fatal. 

Pneumonia may occur at any time during the course of the 
disease, but is not liable to follow after the eruptive stage. It 
is always attended with danger, and in very young children is 
likely to prove fatal. 

Catarrhal laryn(]Uis n not uncommon complication. It is 
often accompanied by pharyngitis and is characterized by sore¬ 
ness of the larynx, and a Joud, shrill, ringing cough. 

Acute miliary tuberculosis not infrequently occurs as a sequel 
of measles in adults. 

Colitis may occur as a complication during*the initial stage or 
at the beginning or close of the eruptive stage. 

Secondary meningiUs may occur as a complication during the 
decline of the rash. 

Conjunctiviiis, oiorrhoea B.ndsuppuration of the cervical glands 
are common sequels in patients who have a strumous diathesis. 
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CHART ■X.yjJl.—Measles. 
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ANALYSIS OF CHART. 

The Nervous Sjnicm,—Chilly sensations and shivering usu¬ 
ally usher in the attack. 

' Headaehe is a prominent and early symptom. Oppressive 
frontal pains are scarcely ever absent. They extend across the 
brow and to the root of the nose. 

Dronmness often exists during the premonitory stage, after 
which the patient is usually restless and sleepless. 

Convulsions sometimes occur at the onset of the disease, in 
children. 

Mild delirium is not uncommon. 

The Respiratory Tract.—A more or less extensive hyperse- 
mia of the mucous membrane of the respiratory tract is inva¬ 
riably present. 

There is coryza with general catarrhal symptoms. The eyes 
are injected and watery, and the eyelids are swollen and reddened. 
There is abundant lachrymation. Conjunctivitis not infrequently 
occurs during the eruptive stage. Sneezing is frequent, and the 
discharge from the nose is abundant. Epistaxis sometimes 
occurs. Sore throat with tickling sensations and difficulty in 
swallowing is f>ften complained of, and is due to inHainmation of 
the pharynx and neighboring parts. Occasionally in the pre¬ 
monitory stage, the roof of the moutli, soft palate and uvula, 
exhibit minute rose-colored puncta. Hoai'seneas is common. 
All tlie catarrhal symptoms are, as a rule, increased in intensity 
during tlie develoi>ment of the eruption. The most common 
period for the occurrence of pulmonary complications is the 
initial stage. 

Cough is a prominent symptom. It is apt to be frequent and 
distressing, and is harsh,.hollo|V and brassy. Not infrequently 
it is worse towards evening and at^night. The respirations may 
be hurried and short. Sonorous and sibilant or mucous and 
sub-crepitaut rales are frequently detected upon both sides of 
the chest in the course of the attack. 

The Temperature.—The initial or 'ir^dromic fever in mea¬ 
sles is usually complete in from twelve to twenty-four hours, 
dunng whicli time tlie temperature rapidly rises to 102.5“ Fahr. 
or 104° Fahr. The height attained during this stage is an index 
of future elevations, which tend to exceed tlie initial rise by 
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from 1® Fahr. to 2® Fahr. The initial rise is generally followed 
by a rapid descent the next night, so that on the following morn* 
ing the temi^erature seldom exceeds 100® Fahr., and may be 
normal. The fever of eruption begins with renewed rise of 
temperature, and unlike the initial fever, has only temporary 
remissions until the rash is fully developed. In normal cases 
the maximal temperature is reached in from twenty-four to 
tjiirty-six hours after the beginning of the eruptive stage, and is 
contemporaneous with the fullness of the eruption. In others 
it may precede the acme of eruption, on account of some 
cojjiplication. When the temperature is at its maximum, the 
tliormometer in the axilla may register 106° Fahr. and even 
higher. Should the acme begin in the evening, the next morn¬ 
ing remission will be either slight or missing. 

Defervescence begins usually in the night, as the eruption 
begins to decline, and runs a rapid course, the temperature 
reacliing the normal on the second morning. At times it is pro¬ 
tracted by bronchitis*and other complications. Sub-normal 
b^mperntures are occasionally observed in tlie first days of con¬ 
valescence. 

The Pnlse.—The pulse ranges from 100 to 120 beats per min¬ 
ute, and in young children may reach 160 beats. As the eruption 
passes its inaxirnum of development the pulse lessens in fre¬ 
quency, and rapidly returns to the normal, unless quickened by 
complications. 

The Cutaneous Surface.—The skin is usually hot and dry, 
and during the eruptive stage there is more or less swelling of 
the surface with itching and burning. 

The eruption of measles appears, as a rule, on the fourth day. 
Exceptionally it is met with ae early as the second day, or not 
discovered until as late as the fifth or seventh day. It consists 
of slightly elevated isolated spots of a bright or deep red color, 
varying from half a line to three lines in diameter. It is first 
seen upon the face—temples and forehead—and gradually spreads 
over the trunk and extremities. It requires, in most instances, 
from thirty-six to forty-eight hours for its full development. Its 
average duration is from four to six days. 

The course of the measles eruption, is as follows: at first the 
lesion consists of little, fine, red dots, not unlike flea-bites, which 
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soon develop into true papules with broad, flat summits. After 
a short time these papules become numerous, and are crowded 
together in irregularly crescentic patches. The skin between the 
patches usually presents a natural appearance, although in se¬ 
vere cases when the patches are numerous, the whole cutaneous 
surface may assume a deep red tint. The eruption reaches its 
acme on the second day, and remains stationary about one and a 
half or two days, and then fades, wholly disappearing about the 
sixth day after its appearance. The time which elapses between 
the starting point of the period of incubation—the moment of 
contagion—to the maximum of eruption, averages about fifteen 
days. As the eruption disappears it loses its bright red color 
and becomes a yellowish-red, which gradually fades until noth¬ 
ing but a staining of the surface is left 

Desquamation follows the disappearance of the eruption. It 
is generally fine and bran-like, and proceeds from above down¬ 
wards. 

The Digestive System .—The iongue is generally moist, white 
and somewhat furred. During the eruptive stage it is usually 
coated in the middle, but red at the tip and edges. A dry tongue 
with a temperature of 106“ Eahr. or 107“ Fahr. on the first day 
of the eruptive stage, is indicative of malignant or black measles. 

The appetite is, as a rule, impaired up to the stage of decline 
of the eruption. Thirst is commonly present. Nausea and 
vomiting occur in the early stages in a small proportion of cases. 

Cmstipation is of frequent occurrence. Slight diarrhea, last¬ 
ing from one to three days, is often present during the eruptive 
stage. 

Colitis with inflammation and tumefaction of the solitary 
glands, occurring during the stage of eruption, is indicative of 
danger, especially in young children. 

The Urine. —The urine is usually diminished. It often shows 
but little change, but is commonly, as in other fevers, concen¬ 
trated' and high colored. It is of a dark yellow color in the 
eruptive.stage; not rarely, it contains traces of albumen. 

Morbid Anatomy. —Measles presents no characteristic ana¬ 
tomical lesions, other than the changes in the skin and mucous 
membranes. 
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The hhod id usually thin and dark oolored, and is deficient in 
fibrin and red corpuscles. Xlebs found the micrococci of mea¬ 
sles in the blood taken from the hearts of infant cadavers. Drs. 
Braidwood and Vacher found highly refractile spherical bodies in 
the breath of measle patients, and similar bodies, together with 
rod-shaped fusiform and ovoid bodies in the corium, lungs and 
liver. Dr. Keating found micrococci not only in the liquor san¬ 
guinis, but also in the substance of the white corpuscles in the 
blood in malignant cases. 

The mucous membrane of the eyelids, nose, pharynx, larynx, 
and larger bronchi is more or less intensely congested. It pre¬ 
sents a reddish or slightly blackish appearance, and exhibits the 
ordinary anatomical changes of acute catarrh. The catarrh 
which may be considered pathognomonic, is usually most se¬ 
vere immediately preceding and during the early period of 
eruption. Micrococci and bacteriform elements have been ob¬ 
served in the nasal mucus and in the catarrhal secretions of the 
respiratory tract. • 

Evidences of capillary bronchitis and catarrhal pneumonia 
are, not infrequently, found after death. 

The eruption of measles during life, is papular. In its early 
stages, slight hypersomia at the orifice of a hair-follicle, with 
slight swelling from etfusion of plasma is observed. Around the 
hypersemic papule a roseolous patch, due to hypersemia of the 
papillary body, soon appeeui's. In form the patches are crescent¬ 
shaped, their outlines are sharply defined, and their color is 
bright red, sometimes shading off into blue. Not infrequently 
each patch contains several papules, and then the early papule 
usually occupies the place of a hair follicle. As soon as the 
patches have reached their maximum of development, their color 
begins to fade. The pale-brown staine which remain after the 
fading of the rash, are due kfehanges in the escaped red corpus¬ 
cles, and may be visible two weeks. No traces of the eruption 
can be found on the dead body. 

Congestion and infiammation of the colon with inflammation 
and tumefaction of the solitary glands sometimes occur. 

The spleen is somewhat enlarged, and there is more or less 
extreme congestion of the internal organs. 



LECTURE XXVT. 

MouhIcs.—(Continued. ) 

Differential Diagnosis.— The direct diugnosis of measles 
must remain more or less doubtful, until the eruj)tion npjjears. 
Of diagnostic importance during the epidemic prevalence' of the 
disease, are, the sutTused eye, tlio swollen eyelids, the coryza and 
sneezing, and the frequent, hoarse, scraping cough witl) fever, 
thirst, pain in the frontal sinuses, and the appearance of a punc¬ 
tated eruption on the hard and soft palate fifteen or twenty hours 
before th(i development of the cutaneous rush. Ordinarily, after 
the eruption has come out fully, the diagnosis is not difficult. 

The diseases for which at first sight it may be mistaken, are, 
influenza, scarlet fever, german measles, small-pox, .roseola, ty¬ 
phus fever and the erythematous syphilide. 

The main points of contrast between 7nr(isles, scarlet ferer, 
^jcrinan measles and small-poir^ are arranged in a tabular form 
upon pages 402 and 422. 

Roseola and measles present some points of resemblance, the 
most important of which relate to the character of the rash. 
Tlie eruption in measles,.appears on the fourth day, and is par¬ 
tially confluent. It is preceded and attended by catarrhal symp¬ 
toms, and by fever which runs a characteristic course. Tho 
eruption of roseola appears on the first day, presents no catarrhal 
symptoms, and is attended with but slight fever. Measles is 
contagious; roseola is non-contagious. 

The differential diagnosis between measles and tyjyhus fever 
may be found on page 291. 

Measles may be differentiated from the ei'ijfliematons sypliiLide 
j by tho glandular changes which characterize the latter disease. 
(390) 
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Prognosis.—^The prognosis in simple, uncomplicated cases of 
measles, is always favorable. In malignant cases it is of neces¬ 
sity grave. Pregnancy in ’women, and dentition in children, 
render it unfavorable. 

The conditions for a favorable prognosis are: when the disease 
is primary, wiien the eruption occurs on the fourth day and runs 
a regular coui'se, when the fever is moderate, and when the 
cough and other symptoms diminish with the fever. 

* The conditions fur an unfavorable j)rognosi8 are: when the 
disease pursues an irregular course, when the symptoms of the 
premonitory stage are violent and the temperature reaches 105*^ 
Fahr. or 106'' Fahr., when the tongue becomes dry, when the 
eruption becomes livid, when the fever does not disappear witli 
the eruption, when profuse hemorrhages from the mucous sur¬ 
faces occur, when the cough, dyspnoea or diarrUea continue, or 
when the disease occurs in a patient sufferiiig from some clironic 
disease. 

The occurrence of /yiy of the more serious complications, such 
as capillary bronchitis, catarrhal pneumonia, colitis, etc., always 
renders the prognosis bad. 

The mortality of measles is generally slight, except during 
malignant epidemics, and when occurring in badly-nourislied, 
cachectic and scrofulous subjects. It is much greater in adults 
tlian in children. When death occurs, it is mostly during or 
after the second week of the disease. 

4 

Treatment.— Prophylaxis.—Isolaiioa is the most effective 
preventive measure. It should be instituted as early as possible, 
and continued for some time after tlie erux>tion has disappeared. 
At least one week should elapse after the fall of the temperature 
to the normal, or after the entire disappearance of the rash, be¬ 
fore tlie patient should see any onebthor tJian the attendants. 
The contagiousness is somewhat diminished by frequent bath¬ 
ing, and by night and mornuig inunctions. 

Pulsatilla, though generally recommended, is of doubtful effi¬ 
cacy as a prophylactic. 

Principal Remedies.— Aconi/e is adapted to the febrile and 
catarrhal symptoms of the premonitory stage. It mitigates the 
fever, and allays the nocturnal cough and feverish restlessness. 
Gclsemmm is indicated when the eruption is slow in appearings 
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when there is drowsiness with high fever, and when there is a 
tendency to convulsions. Verairum viride is needed if there is 
much cerebral or nervous irritation with tendency to convulsions, 
or if congestion of the lungs threatena Belladonna is of use 
early in the disease, if there is much irritation of the fauces or 
larynx, or a dry spasmodic cough; also, if there is a tendency to 
delirium. 

Euphrasia is indicated when the catarrhal symptoms are 
chiefly nasal and conjunctival, when the eyes are very sore, and 
when there is profuse, fluent corj’za. Dry cough is a character¬ 
istic. Kali hyd. may be useful in the premonitory stage, when- 
tlie catarrhal symptoms are marked. It is preferable to euphra- 
sia when chest symptoms are prominent. Pulsatilla is indicated 
wiien there is dry coryza, and when there is marked nervous 
irritation in the early days of the eruptive stage. It is the chief 
remedy when gastric symptoms are troublesome. Bryonia is 
needed when the eruption recedes or becomes livid, and typhoid 
symptoms appear. It should be given early, when there is in- 
flaminatory irritation of the bronchi. Kali hich, is suitable 
when there is hoarse scraping in the chest, or when simple bron 
chitis supervenes. Phosphorus is called for when pneumonic 
complications exist, especially when hoarseness, dry, hacking, 
hollow cough with raw scraping feeling in the chest, and muco- 
eanguinolent expectoration are present. Tartar emct is useful 
for either the bronchitis or the pneumonia, when there is expres¬ 
sion of the chest with difficult, rattling breathing. Ipecac may 
be given for retching and vomiting, and for teasing cough from 
tickling in the throat with dyspnoea. Red iqdide of mercury for 
glandular swellings and for obstinate cough during convalescence. 

Gelsemium, hryonia, cuprum acet., opiumy i|>eoao and ammo¬ 
nium carh, are the principal remedies for suppression or retro¬ 
cession of the eruption. Arseni<^m is the main remedy in 
malignant cases, when the eruption is of a dusky hue and there 
is great depression with blueness and coldness of the surface. 
Secale is useful in low putrid states, and when gangrene threatens. 

As'intercurrents: co^ea may be needed for wakefulness. He- 
par sulph. for wheezing, or slightly loose, croupy night cough, 
Spemgia for dry, croupy cough with burning in the larynx and 
trachea. Hyoscyamits for short, dry, titillating night cough. 
Eupaforium perf. for loose, nocturnal cough during convales- 
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«ence. Mey^curtus cor. for dysenteric stools. Arsenicum or veraL 
for diarrhea. 

Siliceay mercurius and hepar are most important remedies for 
otorrhoea. Arstmicuniy mercurius cor. and hepar for ophthalmia. 
Sulphur and mercurius during the decline of the eruption. An-^ 
iimonium crudum during convalesconce, when the appetite does 
not return and the tongue remains thickly coated. Cinchona and 
phosphoric add if there is much debility during convalescence. 

Leading Indications*—Aconite.—High febrile excitement 
with full, hard, quick pulse. Restless sleep with jerking and 
starting. Distressing pressure at the root of the nose {mere.). 
Grating of the teeth (hell.). Short, dry, racking cough from 
tickling in the larynx, with or without oppression. Stitches in 
the chest (bry.). Coryza with sneezing (sang.). Pain in the 
stomach and bowels with vomiting and diarrhea. 

Anunonjuni carb.—Fluent coryza with stoppage of the nose. 
Burning water runs fjom the nose (mere. cor.). Roughness and 
scraping in the throat (caust). Cough worse aftf^r midnight. 
Dyspnoea from retrocession of eruption. Child starts from sleep, 
cannot get his breath. Adynamic state. 

Antimonium crud.—Child is deliriotis and drowsy with hot, 
red face. Redness and inflammation of the eyelids {luerc.y sulph.). 
Tongue coated thick, white ( hry.y mere. ). Gastric derangements, 
{puls.). Pains in the ears. 

Apis mel.—Confluent eruption and oedematous swelling of 
the skin {ars.). Eyelids swollen, rod and cedomatous. In¬ 
tensely deep, red rash {hell.). Catarrli of the bowels with 
diarrhea. Prostration, muttering and delirium. 

Arsenicnin*—Great anxiety aad restlessness. Extreme debil¬ 
ity with dyspnoea on lying ddwn. Frequent sneezing with pro¬ 
fuse, watery discharge from the nose, corroding the lips and 
making the upper lip sore {arum, mere. cor.). Profuse lachry- 
mation and burning in the eyes {acmiite). Great thirst with 
chilliness after drinking. Pale,, earthy color of the face. Cough 
with frothy, tough expectoration* When coughing a pain ex¬ 
tends from the lumbar region down into the thighs. Diarrhea; 
the evacuations excoriate the anus {mere.). Petechise. In ady¬ 
namic cases. 
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BelladoTilia. —Constant drowsy sleep, or drowsiness with ina¬ 
bility to go to sleep. Starting and jumping during sleep with 
flushed face and red eyes. Dryness of the nose with dull, fron¬ 
tal headache. Frequent sneezing, sore throat and hoarseness. 
Dry, spasmodic or hollow, hoarse cough, worse at night (dros,). 
Over-excitability of all the senses {coffea). Convulsions. 

Bryonia.—Dry, painful cough with roughness and dryness of 
the larynx. Great dyspnoea and quick breathing. Congestion 
of the chest with shooting and stitching, increased by deep 
breathing (pAos.), Urination when coughing (etna), Bheu- 
matic pains in all the limbs, Betrocession of eruption with 
prostration and fever. Constipation. Sitting up in bed causes 
nausea and faintness. 

Camphor.—Great anxiety and restlessness (ors.). Suppres¬ 
sion of eruption (hry,, ciipntm). Pale, anxious face. Bluish- 
purple color of the skin. Suffocative dyspnoea. Weak, scarcely 
perceptible pulse. Sudden and great prostration with s^msmodic 
stiffness of tlie body. In cases assumuig a malignant form. 
Painful and diflicult urination occurring os a sequel (apis), 

Carbo. veg.—Pressive headache in the forehead just over the 
eyes. Painful stitches through the head when coughing (hry,). 
Itching on the margin of the lids (svlph,). Violent, almost 
constant eructations (puls.). Persistent hoarseness (caiisf., 
phos,). 

Cuprum acet.—Nausea and Vomiting, relieved by drinking 
cold water (bry,), Sudden retrocession of eruption (amni, carb., 
bry,). Epileptiform convulsions. Spasmodic attacks of dysp¬ 
noea. Blueness of the face and lips (ZacA.). 

Brosera.—Paroxysmal cough after measles. Constrictive 
pain in both hypochondrig, which impedes coughing. Must sup¬ 
port the sides with the hands when coughing (enpai. porf,). 
Hoarseness with oppression of the chest, worse from talking 
(caitsi., phos,). Barking cough (rumex), 

Eupatorium perl'.—Coryza with sneezing, hoarseness, and 
aching pains all over as if bruised (arn.)., Headache with pain 
and soreness in the eyeballs; photophobia. Cough with retching 
(dro8,). Hacking cough in the evening with soreness in the 
chest (caust); must support the chest with the hands when 
coughing (dros.). 
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Euphrasia.—Dull frontal headache (mere., puls.)* Profuse, 
fluent, bland coryza with scalding tears (opp. ars.); aversion to 
light. Burning in the eyes with lachrymation. Dry, tickling, 
lar 3 mgeai cough during the day, relieved by eating and drinking, 

Gelsemiuni. —Chilliness along the spine. Sneezing with ting¬ 
ling, especially in the left nostril (graph.). Stoppage of the 
right nostril; irritating discharge from the left nostril witli scald¬ 
ing sensation. Bruised feeling in the eyes (hry.)* Shooting 
'pains in the ears when swallowing- Sore throat with collection 
of mucus. Rawness of the chest with hard, painful cough. 
Great drowsiness during the fever. Retroceding eruption with 
livid spots, and cerebral symptoms. * 

Hepar sulph.—Intense headache above the nose (mere.). 
Darting pains in the ears with cracking noises when blowing the 
nose. Feeling as of sand in the eyes (sidpli.). Roughness and 
scraping sensations in the throat (nux). Cough with constant 
hoarseness. Cough caused by uncovering any part of the body 
(rhus). 

Ipecacuanha.—Coryza with stoppage of the nose. Tardy 
appearance of tlie eruption with oppression of the cliest (pnls.). 
Incessant, dry, titillating cough, witli rattling of mucus. Mucli 
nausea and vomiting. In delicate children. 

Kali b'ich.—Frontal headache, usually over one eye (sang.). 
Lateral headache in small spots. Fluent, acrid coryza, excori¬ 
ating the nose and lips (arum, mere. ear,). Flowing of water 
from the eyes, with burning when opening theiii. Stitches in 
the left ear, extending into the neck and liead, with swelling of 
the glands (mere.). Rattling cough with viscid, stringy expec¬ 
toration. Morning hoarseness (co//s/., hepar). 

Kali hyd.—Violent snee^ng, and running of acrid water from 
the nostrils. Sensation of fullness and tightness at the root of 
the nose, with throbbing and burning pains in the nasal and 
frontal bones (kali hich.). Burning in the eyes with profuse 
lachrymation. Rawness in the larynx; stitches from the sternum 
to the back. Short, dry, hacking cough with whitish and green¬ 
ish expectoration. 

Lachesis.—Fluent coryza and lachrymation (urs., kali hyd.). 
Throat sore, especially when touched (apis). Pain in the left 
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ear when swallowing. Dry, spasmodic, nightly cough, aggra¬ 
vated by sleep. The eruption appears slowly, or turns black or 
bluish. Sordes on the teeth. Inability to protrude the tongue. 

Mercurius. —Frequent sneezing with profuse, fluent, corrosb'e 
coryza (arwm, kali hyd.). Burning in the eyes and profuse flow 
of tears. Inflamed and ulcerated tonsils {belLy liepar). Stitches 
in the right side of the chest when sneezing or coughing {hry.). 
Constipation, or mucus, bilious diarrhea. Slimy stools, streaked 
with blood. Much sneezing without relief. 

Nux voni* —Coryza with sneezing, worse in the morning and 
after eating. Great debility with over-sensitiveness of all the 
senses {cinch.). Drowsiness in the day-time and after eating. 
Dry, racking cough with headache as if the skull would burst. 

Phosphorus. —Throbbing headache; headache over the left 
eye {aco. ); worse in the evening. Frequent sneezing with alter¬ 
nately fluent and dry coryza. Difficult hearing, especially of the 
liuman voice. Hoarseness and roughno.ss of the voice {causL, 
hcpar). Dry, tickling cough with tightness across the chest, 
relieved by pressure ui>on the external walls. Cough worse be¬ 
fore midnight, and from reading, laughing or speaking; better 
after sleeping (opp. Inch.). Mucous rales in both Inngs, espe¬ 
cially the lower lobes (ipecac, fariar emat). Painless, watery 
diarrhea. Typhoid symptoms with loss of consciousness. 

Pulsatilla.—Fuent or di'y coryza w ith frequent sneezing, and 
loss of taste and smell (siilpli.). Inflammation of the eyes with 
profuse lachrymation (euph. ). Darting, tearing, x)ulsating pains 
in the right ear nt night ( rnei’C.). Boaring in the ears, as if from 
the rushing of waters. Dry cough at night or in the eveuiiig, 
especially after lying down (hyos). Loose cough with vomiting 
of mucus, and nightly diarrhea. Gastric disturbances (nux). 
Chronic, loose cough occurring as % sequel. 

Rhus tox. —Frequent, violent, spasmodic sxieezing. Hot, 
acrid discharge from the nose. Acliing, pressing i)ains in the 
eyes (caust); oedema of the lids (ajns). Short, dry cough from 
tickling in the bronchi (nirnex). Putting the hands out of bed 
brings oh the cough (hepar). Great restlessness, must change 
position often (opp. bry',). Typhoid symptoms. 

Sticta. —Incessant sneezing, with a feeling of fullness in the 
right side of the forehead down to the root of the nose, with 
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tingling in the right nostril. Splitting frontal headache. Dry,. 
racking cough in the evening and at night, excited by inspiration. 
Cough from tickling in the right side of the trachea, ■with op¬ 
pression of the chest. Conjunctivitio with profuse but mild 
discliarge. 

Stramoniutn.—Frightful -visions l)efore tlie outbreak of the 
eruption. Tries to escape, struggles to get out of bed {bclL, 
rhus). Dryness of the throat with violent thirst, especially for 
sour drinks (hi’ij.). Constant restlessness with jerking motions 
of the limbs and of the whole body. Difficult deglutition from 
spasmodic constriction of the throat {hell., h^os,). 

Hiilphiir.—Coryza with stoppage of the nose. Itching and 
burning in the nostrils, as if sore. Stitclies in the throat when 
swallowing (hell.). Dry cough in the evening on lying down, 
with itching in the bronchi. Stitches in the chest extending 
back to the left scapula {kalicurb.). Sudden arrest of breathing 
when turning in bed. Chronic cough with mucous rales. Chronic 
discharge from the ears with hardness of hearing. Chronic 
diarrhea. 

Tartar emet.—Chilliness with sneezing, fluent coryza, and 
loss of taste and smell. Much rattling of mucus in the chest 
{ipecac). Cough followed by yawning {nujr), especially in 
children. Gastric symptoms. Cyanosis (cupruvi). 

Veratruin alb.—Difficult respiration with tightness and con¬ 
striction in the chest. Deep, hollow cough, occui'ring in shocks. 
Icy coldness of the forehead, nose and extremities. Tardy and 
pale livid eruption. Frequent, weak, intermittent pulse. Sud¬ 
den .sinking of strength {ars.). Capillary bronchitis {bry., 
chel., tartar emet .). 

Veratrum vir.—Severe frontal headache with vomiting. 
Eestless sleep with dreams *of being drowned. Yellowish or 
whitish coating on the tongue with a red streak down the center. 
Violent nausea and vomiting with pain in the epigastrium. Ir¬ 
regular, hard, frequent pulse. The heart beats rapidly when 
turning over in bed {hell.). Oppression of the chest with slow, 
labored breathing. Convulsions before the eruption. 

HYGIENIC AND DIETETIC TREATMENT. 

The patient should be put to bed and kept in a warm and even 
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temperature of between OS'" Fnbr and 70'^ Fnhr., until the dis¬ 
appearance of the eruj)tion. The room should be moderately 
darkened and well-ventilatfd, care being taken to avoid all 
draughts. Quietude and absolute cleanliness should be insisted 
upon. 

When the skin is dry and hot, frequent, warm, cart)olized 
.sponge baths, followed by careful drying, may be of service. 
Cold bathing should be sedulously guarded against for fear of 
pulmonary complications. Night and morning inunctions with 
mildly carbolized cosmoline, almond oil, or a piece of warm, fat 
bacon (previously soaked in water to remove the salt), tend to 
reduce the fever and diminish the danger of communicating the 
disease. The ophthalmia, when marked, may be relieved by 
simple warm water or milk and water lotions, or by an ointment 
of veratria (veratria five to seven grains, simple cerate one ounce). 
Vapor inhalations are of service when laryngeal symptoms are 
prominent. The lung complications may require the application 
of warm poultices to the chest. 

The diet should he light and unstimulating. Chicken broth, 
milk, milk and arrowroot, and warm drinks should bo given at 
first, until the erujition begins to fade. Cool drinks in Hmall 
qucmiitics, may be allowed if desired. When symptoms of ex¬ 
haustion threaten, either brandy or sherry wine and egg (pre¬ 
pared by beating up a raw, fresJj egg, and stirring with it one 
tablespoonful of brandy or two tablespoonfuls of sherry wine), 
or beef essence (p. 190), may be needed. 

During convalescence, to avoid tukiitg cold, warm clothing, 
with fiannel next to the skin, should be worn. Patients should 
remain indoors as long as the stage of desquamation or the 
cougli lasts. 
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German Measles. 

Deftnition. —Gennaii measles is an acute, contagious, eruptive 
disease of a benign nature, occurring in general or limited epi¬ 
demics. It is characterized by irregular, slightly elevated, hy- 
perromic, pale rose rod blotches, varying in size from a j)in’B head 
to a s])lit pea, which, fts a rule, appear suddenly, and in .light 
cnsos disappear within two or three days, usually witli but slight 
desquamation. It is attended by slight sore throat, slight coryza, 
and but little constitutional disturbance. Its average duration 
is from five to seven days. Second attacks are exceedingly rare. 

Synonyms. —Eotheln. Hybrid measles. Mock measles. Epi¬ 
demic roseola. Hubeola notha. Scarlatina inorbillosa. French 
measles. Hybrid scarlatina. 

History.—German measles was first described by German 
writers in the early part of the present centuiy, under the name 
of rubeoltij' by which name it is still known in Germany. 

Cases are reported as having occxirred in Boston .in 1845, in 
New York in 1873-74, in Philadelphia.in 1875, and in'German¬ 
town, Pa., in 1878. • 

A wide-spread epidemic occurred in 1880-81, and extended 
tlnougliout nearly all the states of this country. During this 
epidemic the disease prevailed extensively in New York, Chicago, 
Pliiladelphia and other large cities. 

Etiology.—The nature o^the morbific agent of german mea¬ 
sles is unknown. Though contagious, it is not as much so as is 
that of either measles or scarlet fever. High temperatures are 
supposed to favor its development 


(399) 
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The disease belongs essentially to childhood, though it affects 
all ages. According to statistics, it is much more prevalent 
among females than among males. Its type is not constant but 
varies greatly in different e 2 )idGmics. It affords no immunity 

from either measles or scarlet fever, and but rarely recurs 

* 

Clinical History .—The clinical history embraces a descrij)- 
tion of the premonitory stage, the erujjtive stage and the desqua¬ 
mative stage. 

21te Prrrnomiory Stage .—In mild cases after an incuhaiion of 
about hmrteen days, the disease is ushered in with the eru 2 )tion. 
In severe cases a premonitory stage, which is of from twenty-four 
to thirty-six hours duration, and is marked by shivering, febrile 
disturbance, lieadache, sore throat, pain in the back and limbs, 
and in some instances by nausea, short cough, sneezing and 
coryza precedes tlie appearance of the eruption. 

The Eruptive Stage .—The eruption consists of pale red or 
rosy elevated s 2 )ot&, wliicli vary in size |rom a pin’s head to a 
split pea or larger. It usually ai)pears upon the face, neck, and 
trunk, and sometimes ujxm the arms and thighs. At times, the 
pale rose red color is 2 )erceptible beyond the line of tlie lesions^ 
in the form of a delicate halo. When large, the spots are gen¬ 
erally distinct, and are seldom arranged in (reseentic outline. 
Wheii small, they may be so densely crowded together as to re¬ 
semble the eruption of scarlet fever. Tliey are oftener conflu¬ 
ent upon the face than upon any other part of the body, aaul 
frequently occasion intense itching. After remaining visible 
from one to two or three days, they rapidly fade and 'disa^jpear. 

The constitutional symptoms which attend the apjjearance of 
the eruption are usually slight. Sneezing and coxigliing ai’e not 
infrequently present Spffusipn of the eyes with injection of 
the conjunctiva is rarely observed. The temperature seldom 
rises above 100.5*^ Fahr. or 101.5° Fahr. In severe cases it may 
reach 102" Fahr. or even 104° Fahr. Defervescence usually be¬ 
gins on the second day of the fever, and may take place suddenly 
—by crisiSy or gradually—by lysis. The pulse usually follows 
the temperature. The fauces are generally somewhat congested, 
and the tonsils may be moderately iwollen. The tongue is usu¬ 
ally covered with a whitish coating, through which a few red and 
enlarged papill&o can be seen, especially at the tip. Moderate 
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CHART XIX .—German Measles, 
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Slight sore throat. 
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Eyes: 

Slightly stiffusc<l. -* 

Slightly injected. 
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lOO*'to 102«. Highest 

on 1st day. 

■ 

Usually declines on 
2nd day of disease. 

Defervescence by 
either crisis or lysis. 

Urine: 

Usually normal. Chlorides in excess. 

Prognosis: 

4 

The pnjgnosis is always favorable. 
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Five to seven days. 

Recurrence: 
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swelling of the cervical and i> 08 t-cervicQl glands occurs in most 
cases. * 

7%e Desquamative Stage .—eruption commonly fades in 
from one to two or three days, and may or may not be followed 
by fine branny or furf uraceous desquamation. The fading erup¬ 
tion sometimes leaves a slight brown stain, which gradually 
disappears. 

Duration. —The average duration of german measies is frPm 
five to seven days. 

Morbid Anatomy.—The eruption constitutes the principal 
;tnatomical lesion of german measles. It is characteristically 
fugitive in character, and rarely remains visible longer than 
twenty-four or forty-eight hours. Exceptionally it continues 
visible for three or four days. Twelve hours is the limit of its 
most marked development. 

The irregular, light-red spots or hype^somic blotches are duo 
to capillary hyperasmia of the papillary layer. They are usually 
distinct; not infrequently they are crowded together, as on the 
face and trunk. As they disappear, very faint and transient 
pigmentations may remain, and minute epidermic scales may be 
shed. Occasionally, vesicles resembling miliaria make their ap¬ 
pearance upon the hypericniic spots, especially upon the back. 

Differential Diagnosis.—The differential diagnosis of ger¬ 
man measles is usually unattended with* difficulty, when the his¬ 
tory of the case is taken into consideration. The only diseases 
with which it may be confounded are scarlet fever, measles and 
roseola. 

The chief characteristic points between german measles, and 
scarlet fever and measles, are shown in the accompanying table. 

MEASLES. GERMAN MEASLES. SCARLET FEVER. 

Highly contaKi<»iis. Moderately coiitiigious. -Very contagiouH. 

Inoiibatton, 7 to 14 days. Incubation, It) to 14 dnj’s Incubation, 4 to 7 days. 
Stage of invasion, ^Iduys. Appearance of rash often Stage of invasion, 2 days. 

the first symptom. 

Eruption consists of pn- Eruption consists of pea- Eruption consists of mi- 

ptiles, arranged in t ies- sizeil, slightly raised nutc red points, on a 

ceutic patches. patches. biight red hyperajniic 

ground. 
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MEASLES. 

Dull, raspberry red color. 

Fi9^t appears on forehead 
aiul face. 

Duration of eruption, 3 
days. 

Slight sore throat. Dark 
red spots ou palate. 

Glands of throat not en¬ 
larged. 

Tongue furred white. 

High fever, with general 
catarrhal symptoms. 

Cerebral symptoms rare. 

Slight, branny desqua¬ 
mation- 

Recurrences are rare. 

Alfords no immunity 
from german measles. 


OEBMAK MEASLES. 

Pale, rose red color. 

First appears on back 
and chest. 

Duration of eruption, 
lo 3 days. 

Slight sore throat. 

Enlargement of cervical 
and post'Cervicalglunds 

Tongue slightly fnrrctl. 

Slight fever, with or 
without catarrhal 
symptoms. 

Cerebral symptoms ab¬ 
sent. 

Slight desquamation in 
small scales. 

Recurrence's arc rare. 

A ffords no immunity 
from measles or scarlet 
fever. 


SCARLET FEVER. 

Bright red color. 

First appears ou neck 
and chest. 

Duration of eruption un¬ 
certain. 

Inflammation of throat. 

Glands of throat en¬ 
larged and paiuihl. 

Strawberry tongue. 

High fever, hot skin, 
rarely with catarrhal 
symptoms. 

Cerebral symptoms fre¬ 
quent and grave. 

Copious desquamation in 
large flukes. 

Recurrences are rare. 

Affords no immunity 
from german measles. 


From roseola, german measles may be distinguished by the 
absence of coryza in the latter, and by the glandular enlargement 
which occurs in tlie former. German measles is, roseola is not, 
contagious. 

Prognosis.—The prognosis is always favorable. 

Treatment.—The treatment consists largely in regulating the 
diet, and in protecting the patient against premature exposure. 
Tepid sponging is useful in allaying the annoying itching, and 
as the eruption fades, inunctions of the surface prove beneficiaL 

Aconite is almost the only remedy required. Belladonna may 
be of service if the throat symptoms become marked. Kali hick, 
will be needed when hoarseness, cough.and catarrhal symptoms 
are present. Merciirius may be used for the swelling of the 
glands; and suiphn^ dviring desquamation. (For leading indi¬ 
cations, consult the treatment of measles and scarlet fever.) 



LECTURE XXVIIL 

Scarlet Fever. 

Deflnition.—Scarlet fever is an acute, epidemic, contagious, 
eniptive fever, produced by poisonous emanations—containing 
plax sdnderis —from sn infected individual, characterized by a 
scarlet red rash on the body and extremities, accompanied witli 
fever and an inflammation of the throat. It runs its Course in 
from seven to ten days, and ends by desquamation, which usu¬ 
ally lasts about two weeks. It chiefly affects children, and usu¬ 
ally occurs but once in the same person. The incubatioii varies 
from three to eight days. 

Synonyms.—Scarlatina (from “ scarlatta,” a red-colored cloth). 
Febris aiiginosa. FothergilFs sore throat. Garotillo. 

History. —Scarlet fever is supposed to have invaded the world 
soon after small-X)ox and measles. The first record is of an epi¬ 
demic angina with scarlet eruption, which raged in Spain in 
IfllO, and extended to Italy in 1618. 

It appeared in Germany about 1625, and was first described 
in England by Sydenham, who established its sjiecific nature 
in 1676. In its mild f^rm it first reached Scotland in 1680. 
Morton described'it as appearingan London in 1689. 

In 1735, it made its first appearance in this country at Kings¬ 
ton, about fifty miles from Boston. Like most new diseases, it 
baffled,, for a time, every attempt to check its progress. 

In 1747-49 a severe epidemic prevailed in London, and spread 
to Plymouth in 1751-53. 

In 1778, an epidemic devastated Birmingham. 

It first appeared in Iceland in 1827, in South America in 1829, 
in Greenland in 1847, and in Australia in 1849. 

(404) 
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During the last twenty years it has prevailed in more or less 
extended epidemics in this country. , 

It appears to prevail to an unusual degree every fifth year. 

Etiologj^—The causes of scarlet fever are, predisixjsing and 
exciting. 

1. The Predisposing Causes .—^The seasmi of the year appears 
to exert some influence. The disease may prevail at all seasons, 
but is most frequent in spring and summeri next in autumn, and 
lastly in winter. 

Age is of great importance among the predisposing causes of 
scarlet fever. ' The greatest susceptibility is between the ages of 
three and five years. Children under two years, and infants at 
the breast, though by no means insusceptible, are rai*ely affected. 
After the fifth year the liability rapidly diminishes and becomes 
very small after forty. 

Sex exerts little influence as a predisposing cause. Statistics 
show a marked preponderance in the number of males attacked 
during the first ten years of life. After fifteen years of age, 
females are more susceptible than males. As contrasted wilh 
measles, scarlet fever is generally lighter in proportion to the 
age of the })atient. 

2, The Exciting Cause. —Tlie real nature of the scarlet fever 
poison is no longer unknown. Eklund’s discovery of minute 
organisms-»-p/ar scindens —in the blood and urine of scarlati¬ 
nous patients, threw a flood of light upon this subject. Since 
the announcement of his discovery, other microscopists have 
found by systematic examination of the blood and urine of scar¬ 
let fever cases, that these micro-organisms are constantly present 
in, and peculiar to, the fluids of this disease. As contained in 
the urine, Dr. Ekluiid describes the jdax scindens, as consisting 
of fiat, oval or rounded, colorlese or yellowislx-white spi)roidal 
cells, having a distinct cell and a clear brownish-colored 
nucleus. As a rule, they are found free, and never arrange them¬ 
selves either in swarms or in rows as do ferments. They multi¬ 
ply by binary fission, and frequently exhibit rotary or screwing 
motions. 

Up to the present time plax scindens have not been found in 
any other fever. The conclusion is inevitable that this parasite 
has to do with the causation and development of scarlet fever; 
or, in other words, that it constitutes the contagion of the disease. 
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The contagiousneBs of scarlet fever is clearly demonstrated by 
both clinical observation and experimental inoculation. Miquel, 
Stole and Williams have succeeded in artficially infecting 
healthy individuals by inoculating them with either the blood or 
the epidermic scales taken from scarlatinous patients. These 
inoculations were followed not only by the characteristic febrile 
eruption, but were more severe than the ordinary disease, and 
appeared to confer a certain degree of protection from reinocu¬ 
lation. 

i 

The period at which the disease is most contagious is at the 
height of the fever, when the parasite is found in greatest quan¬ 
tity in the urine. It may also be conveyed during the desqua¬ 
mative period in the epidermal scales. The atmosphere may be 
contaminated not only by tlie air exhaled by scarlet fever pa¬ 
tients, but also by the secretions, especially the urine. The 
distance to which the poison may be carried by the air does not 
exceed a few feet It enters the system mainly by the lungs, 
although drinking milk which has been diluted with water, prob¬ 
ably containing plax scindens, may cause lihe disease. The most 
frequent mode of infection is by breathing the air of a room 
occupied by a scarlet fever patient It may also take place 
without direct communication, and persons may carry scarlet 
fever to others without becoming affected themselves. In order 
to thus convey the poison it is necessary that tlie clotliing be¬ 
come thoroughly saturated with it, and physicians in simply 
making their daily visits are in no danger of carrying the disease. 
It retains its vitality for a long time, and may attach itself to 
clothing, bedding or furniture, which act as fomifes. 

The contagion of scarlet fever is less tenacious than that of 
either measles or small-pox. Prolonged exposure to moderately 
dry heat (204'’ Pahr.) destroys it. 

The period of invuhatioyi is shoj^ter than in the other eruptive 
fevers, and varies from two to ten days. Its average duration is 
from four to seven days. 

Immunity from a secoyul affack is enjoyed by a majority of 
persons "wlio have suffered from scarlet fever. Nevertlieless, 
many cases of well-marked second attacks are recorded. Sec¬ 
ondary or tertiary attacks are rarely fatal. 

The lower animals, especially the cat, dog, horse and hog, are 
liable to have scarlet fever. Many cases occuiTing in the human 
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subject, and heretofore supposed to have originated da novo or 
independent of infectiorif were probably due to transmission of 
the disease from these animals. 

Forms. —Scarlet fever may be either mild or severe. 

1. The mild or ordinary form represents the general course of 
the disease, and will bo fully described in the clinical history. 

2. The severe or malignant form is cliaracterized either by the 
extreme gravity of the throat symptoms, or by the early involve¬ 
ment of the cerebro-spinal system in consequence of some pecu¬ 
liarity of the morbific agent, high temperature, septic or urmmic 
poisoning, or extreme susceptibility of the organism. 

Clinical History. —The clinical history embraces a descrip¬ 
tion of the stage of invasion, the stage of eruption, and the 
stage of desquamation. 

The Stage of Invasimi. —The prodromal stage or stage of in¬ 
vasion is usually ushered in suddenly, by a chill or chilliness, 
alternating with burning heat, followed by a rapid rise in tem¬ 
perature, which often reaches 104° Fahr. within twelve hours. 

The skin becomes exceedingly dry and pungent, the face 
flushed, and the pulse rapid and bounding. Pain in the head, 
vomiting and thirst are early and prominent symptoms. The 
tongue is thickly coated white, the filiform papillm are enlarged 
and project tlirough the coating, and the whole presents the appear¬ 
ance of a white strawberry. There is a diffuse redness of the pil¬ 
lars of the fauces, uvula and tonsils, with sliglit soreness of the 
throat. The eye assumes a peculiar brilliant and glistening 
stare. In children there may be syncope, delirium or convul¬ 
sions. The average duration of this stage is from twelve to 
twenty-four hours; it may be prolonged to four or five days. 

The Stage of Eruption, —Usjially. on the second day of the 
fever an eruption appears about the neck and clavicular regions, 
and extends rapidly—within ten or twelve hours—over the en¬ 
tire surface of the body. It is first seen as minute red dots or 
specs, which vary in size from a line to a line and a half in di¬ 
ameter. These dots, which are not elevated above the surface, 
run together and form patches which rapidly coalesce. 

After the second day of the eruption, the whole cutaneous 
surface presents a bright rose red appearance in mild cases, and 
a deep red or boiled lobster appearance in severer cases. Tho 
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rash is usually most intense upon the back and loins. Upon the 
extensor surface of the limbs it is ofteu developed in punctate 
form, and imparts to the skin a certain degree of roughness. 
The redness which momentarily disappears on pressure, rapidly 
returns from the periphery to the center of the spot, the instant 
the pleasure is removed. As the eruption becomes fully devel¬ 
oped, the skin, especially on the face, hands and feet, appears 
slightly swollen. Frequently there is more or less itching and 
burning over the entire surface. Tlie eruption usually attains 
its maximum of development upon the evening of the fourth 
day and I’emains visible six days. In extremely mild cases it 
may not last longer than two or three days. 

The febrile and other symptoms which preceded the eruption 
persist unabated, and are often augmented. The temperature 
may continue to rise until it has reached lOG'' Fahr. or 107° 
Fahr.—usually not higher than 103° Falir. or 105° Fahr. The 
pulse is quick, full and vibratory, and ranges from 120 to 140 or 
even ICO per minute. Vomiting becom^es more severe and is 
projectile in character. Thirst is usually lurgent and anorexia 
is generally present. The skin is dry, and the heat is intense 
and pungent. The condition of the fauces is characteristic. In 
some very mild cases, there is simply redness over the tonsils, 
pillars of the soft palate and uvula. In most cases there is more 
or less parenchymatous inflammation of the tonsils with general 
tumefaction of the soft parts of the throat. Occasionally ulcer¬ 
ation of the tonsils takes place. Not infrequently the glands 
about the neck are somewhat swollen and tender. The tongue, 
which early in the disease is generally coated, may shed its coat¬ 
ing and appear clean and reddened, the enlarged papillie giving 
to it the so-called “strawberry” or “cat’s tongue” appearance. 
The urine is scanty and tupbidj^often high-colored, and is defi¬ 
cient in chlorides; occasionally it contains albumen and bile 
pigment Not uncommonly there is some delirium, especially 
at night. The duration of this stage varies from four to six 
days; it may be prolonged to eight or ten days. Usually frpm 
the fifth to the eighth day of the eniptiop, as. the rash fades, 
—leaving a brownish-yellow pigmentation of the surface—the 
temperature begins to decline, the pulse lessens in frequency, the 
.redness and swelling of the tonsils diminish, the throat symp¬ 
toms abate, and the tongue gradually returns to its normal state. 
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The Stage of Desquarmtioru —Desquamation often commences 
v^ith the decline of the eruption, and is usually slight or exten¬ 
sive in proportion to the intensity and diffusion of ^e rash. It 
commences first on the neck by a loosening of the epidermis in 
tlie form of thin, light scales, and gradually extends over the 
whole body. On the extremities it is frequently exfoliated in 
large flakes. Occasionally the cutide of the hands and feet is 
debiched entire. The hairs may be simultaneously shed. The 
mucous membrane also participates in the exfoliating processes. 
During this stage the urine becomes abundant and pale, and 
often contaiiis albumen. The period of desquamation lasts from 
ten to sixteen days, at the end of which time if neither compli¬ 
cations nor sequels occur, the patient is convalescent. 

Duration.—The duration of scarlet fever in uncomplicated 
cases, is from two to foiu* or six weeks. 

Sever© or Malignant Scarlet Fever.—The severe or malig¬ 
nant form of scarlet fever is usually marked by irregularities in 
the manifestations of lihe disease. Tu some cases tiie Bymptt>ms 
set in suddenly and are of a most violent character. In others, 
grave symptoms do not appear until the third, fourtJi or fifth 
day. In the majority t)f instances more or less severe and dan¬ 
gerous symptoms develoj^ during or immediately following the 
onset of the attack. 

In one class of cases, marked by early high temperature, there 
is not much swelling of the throat, nor very marked increase in 
the frequency of the pulse, but on the second day of the erup¬ 
tion the thermometer in the axilla registers 107^ Fahr. or 108” 
Falir. 

In another class of cases, the throat symptoms are promi¬ 
nent from the onset of the attack, '^’he fauces are of a deeper 
color and more swollen than#in the ordinary form, and tliere is 
more* difficulty in swallowing. Whitish or yellowish ash-colored 
, points or patches appear ujwn the soft palate and tonsils. These 
membranous spots may remain from one to three or four days 
and then disappear, or they may form in successive crops. The 
mucous membrane underneath may be red and swollen, or even 
softened and ulcerated. There is usually more or less fetor of 
the breath. Occasionally the tonsils are enlarged, infiltrated 
with pus and softened. The pharynx may appear ulcerated, and 
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in very malignant attacks may present evidences of gangrene. 
Inflammation and swelling of the sub-maxillary lymphatic glands 
and surrounding cellular tissue almost invariably occurs. In 
favorable cases the enlargement and induration of the glands 
disappear in from three to twelve days, in others it terminates 
in suppuration. Purulent or membranous coryza and often 
otorrhoea, which is apt to result in permanent deafness, are 
present. 

In still another class of cases the patient may perish shortly 
after the onset of the attack, and before the eruption appears, 
exhibiting cx)matose or convulsive symptoms, from the over¬ 
whelming of the cerebro-spinal system with the scarlatinous 
poison. Or the eruption may partially appear and then recede 
or assume a livid, liemorrhagic or petechial type, and be followed 
by albuminuria, diarrhea, coma and death. 

Either septic or uraemic ])oi8oning may cause a case of scarlet 
fever, which has been I’unning a benign course, to suddenly 
assume a malignant type. The uraomia in such cases is due to 
the development of scarlatinal nephritis, and the septic poison¬ 
ing is due to a septic element in the ichorous discharges from 
the nostrils, or to a septic j)oison developed during the sni)pnra- 
tive process which occurs when immense cervical abscesses are 
formed. 

The general symptoms are of necessity more severe in malig¬ 
nant than in ordinary cases. The fever is usually intense, al- 
though in liemorrhagic cases the temperature is not always 
.specially high. There is great restlessness with depression of 
strength, and a decided tendency to delirium and stupor; at times 
stupor or coma may alternate with convulsions. The respirations 
are accelerated, and the pulse ranges from 140 to 150 or even 170 
beats per minute. In most instances, especially if throat symp¬ 
toms are pronounced, n loucl gurgling noise is heard in the throat 
when the patient is asleep or dozing. Nausea and vomiting are 
usually prominent. In severest cases there may be diarrhea. 
The face is deeply flushed and anxious. Lai^yngitis not infre¬ 
quently occurs, evidenced by frequent, hoarse or croupal cough, 
aphonia and dyspnoea with striduloiiS respiration. Usually 
within four or five days, if no improvement takes place, the pa¬ 
tient lapses into a typhoid condition and dies in from three to 
ten days. 
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The duration of severe or malignant oases of scarlet fever is 
uncertain. Life may be destroyed in a few hours or the patient 
may linger for several days, sometimes for two, three or even six 
weeks. ’The average duration is from eighteen hours to live or 
six days. 

Irregularities. —At times the eruption appears first upon the 
extremities and trunk, and afterwaids about the nock and clavic¬ 
ular regions. It may be either short lived or unusually pro¬ 
longed. Miliary papules, minute vesicles or purpuric lesions 
may appear upon the affected surface. Occasionally, during the 
prevalence of scarlet fever epidemics, the only local manifesta¬ 
tion of the disease is the sore throat, no eruption appearing. 
Such cases have been termed scarlniina sine eritpiione, and are 
capable of imparting the regular form of the disease to others. 
Another irregularity consists in the development of an eruption 
without fever or throat symptoms. Some writers, with doubtful 
propriety, make mention of a lafenf scarlet fever, which is marked 
by the absence of throat, cutaneous and febrile manifestations, 
the only evidence of the occurrence of the disease being the 
appearance of the characteristic seciuels. 

Occasionally during desqiiamation, the skin of the chest ap¬ 
pears reddened and hypersemic. Not tincommonly during con¬ 
valescence a mottled rash, due to the escape of coloring matter 
into the surrounding tissue, appears upon the legs and lasts only 
a few days. Constitutional symptoms seldom attend these rashes. 

Sometimes, as late as four weeks after the first appearance of 
the eruption, in consequence of some septic condition, a goreness 
of the throat with injection of the fauces reappears, accompanied 
by albuminuria and the development of a chest rash, which lasts 
from twelve hours to two or three days. 

Complications and Seqpels* —The most common sequel of 
the disease is scarUitmal dropsy. It attacks mostly tlie sub-cu¬ 
taneous tissues, when it is known as anasarca. Not infrequently 
it affects the serous cavities and the internal organs, and causes 
oedema of the lungs, ascites, liydrothorax, hydropericardium or 
hydrocephalus. 

Anasarca is present in about one-fifth of all cases, and usually 
occurs in the course of the second or third week of the disease, 
during the process of desquamation, or just as desquamation is 
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being completed- It follows moderate oftener than severe cases, 
and is produced by changes in the kidneys, mainly induced by 
some peculiarity in the scarlet fever poison, although commonly 
believed to be due to the influence of cold. It first shows itself 
in the face, and is most marked about the eyelids. From the 
face it extends over the body, and if it becomes general Is apt to 
be attended by more or less ascites. 

Frequently for two or three days before the occurrence of the 
anasarca, the patient is restless and sleepless, and complains of 
pain in the head, anorexia, nausea and vomiting. The skin be¬ 
comes hot and dry, and the temperature is raised two or three 
degrees. The urine is high-colored and scanty, and if examined 
will bo found to contain albumen and exudative casts. 

In mild cases after the anasarca has coniinued for two or three 
days it begins to decline, the general symptoms disappear, and 
the urine returns to normal. In more severe cases it is apt to 
become extensive and may remain for a week or ten days. In 
violent cases it steadily increases, puffin^ss of the face and 
oedema of the limbs become more and more marked, the tem¬ 
perature steadily rises, and the urine becomes scanty or is en¬ 
tirely suppressed. If tlie disease is not removed, the effusion 
may extend to the serous cavities and internal organs. Death 
may occur from coma sometimes preceded by convulsions, due 
to urmmia, from as]>hyxia occasioned by oedema of the lungs or 
hydrotliorax, or from hydrocephalus. 

U^Jdrina of the yloliis is a tiangerous complication. It not in¬ 
frequently occurs in connection with extensive suppiiration of 
the glands and areolar tissue about the neck. ahout 

the throat are not uncommon in scrofulous subjects. 

DiphttMivia is a not very rare complication. It usually appears 
suddenly, and is characterized by the pathognomonic exutlatioii 
and attendant depression of the disease. It may develop at any 
period of the fever, but generally occurs during desquamation. 
Its advent is of serious import, as it usually terminates fatally. 

Bronchitis and pneumonia are rai’e complications. Ptcuritis 
is quite common. 

Endocarditis is the most common infiammation of the serous 
membranes, occurring as a complication of scarlet fever. It is 
usually ulcerative in character, and may give rise to either sep- 
ticiemia or embolism. 
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Pericarditis may occur, but is not as frequently observed as 
is endocarditis. 

Periionitis is a rare complication. When it does occur, it is 
apt to be sub>acute. • 

Gastro-iniestinal disorders are not uncommon. AVhen severe 
or long continued, they may prove dangerous. 

Catarrhal and parenchyniaiom nephritis are important and 
justly dreaded complications during the stage of desquamation. 

• Rheumatismy of an inflammatory oharactex', sometimes occurs 
during the desquamative periotl. It usually travels rapidly from 
one joint to another, and seldom lasts longer than four or five 
days. Suppurative sytiovitis is recorded among the occasional 
sequels. 

Phlyctenular conjtvnciivHis is the most frequent eye complica¬ 
tion. Paralysis of the ciliary muscle, and loss of power of ac¬ 
commodation sometimes occur as a sequels. Occasionally do- 
siruciion of the co'rrwa occurs, as a result of severe keratitis. 

Otitis is a not uncommon sequel. It may be either external, 
middle or internal, aixd is generally due to the extension of the 
infiamination up the Eustachian tube. Sometimes it terminates 
in ulcei’ation and destroys the tympanum, and even the ossicles, 
and may induce caries of the mastoid process of the temporal 
bone. It is apt to be associated with more or less permanent 
deafness, ,aiid may prove fatal by tiie eventual production of 
meningitis or even abscess of the brain. 

Chronic and purulent nasal c<darrh, which may result in 
caries of the nasal bones, is a not uncommon sequel. 

Chorea occasionally appears during convalescence. 



LECTURE XXIX. 

Scarlet Fever .—(Continued.) 

ANALYSIS OF CHAllT. 

The Nervous System,—A chill or chilliness is an initial 
symptom in some cases of scarlet fever. Frequently, however, 

it is absent or but feebly marked. 

Headache occurs among the earlier symptoms. It is often 
only moderately intense, sometimes it is slight. Rarely, it aiig- 
inents during the eruptive stage. Generally it terminates upon 
the advent of delirium. 

Pains in the back and limbs are prominent symptoms during 
the enrly days of tlie attack. Tliere is frequently some tender¬ 
ness about .tlie joints. 

Deliiriumy manifested by incoherency, is present in all severe 
cases. Occasionally in malignant case.s delirium and coma usher 
in the disease. Active delirium, carphologia and subsultus teii- 
diiium, characterize severe cases. 

ResUessiiess, jactitation and sleeplessness, are apt to be more 
or less marked. 

Droicsiness, verging gradually into coma, often exists in severe 
cases from the start, ® 

Qrent dehiliii) is an early symptom in malignant cases. It not 
infrecjuently remains as a sequel in other cas^s. 

Coma occurs in by far the greatest number of fatal cases, and 
is generally the forerunner of death. In violent cases it fre¬ 
quently alternates with convulsions. Occasionally coma apiiears 
suddenly in consequence of embolism of one of tlie cerebral 
vessels, in patients who before this occurrence appeared to be 
doing well. 

(414) 
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CHART XX.—Scarlet Fevn-. 


Nature; 

Epidemic. Contagious. Portable. 

iDCUbiition: 

Three to eight days. 

\ 

Invasion. 

Eruption. 

iXtSfiuainatiou 

J3uration: 

12 to 24 hours. 

Four to six days. 

10 to 10 days. 

Skin: 

Dry, pungent heat. 

Fine scarlet rash. First 
on neck and elavieles. 
Itching. 

Seales or 
tlakcs. Itching 

Tcmpf‘Wituro: 

103“ to 104“, 

103“ to 10o“ or 107®. 

4 

Gradual defer¬ 
vescence. 

Fulfie: 

100 to 120 or 140. 

120 to 140 or IflO. 

Ueturns to 
norma 1 

Throat. 

Soi'o throat, llediioss oi 
lonnlls, palate and uvula. 

IntlaiMinatlonof ton.'^ils. 
ABb-colorod exudation. 
Swelling of external 
glands. 

SUBSIDENCE OF 
SYMPTOMS, 

Nervourf System: 

Pain in the head. Con- [ rfeadiicbe. Nocturnal 
vulstons. 1 delirium 

i 

Stomach; 

Nausea ami v.miitlnp. j vomiting. 

' Thirst. 

• 

Tongue; 

White <j<jating. ^ Strawberry tongue. 

1 

1 

Urine: 

High colored. 

jScaiiiy, Dark. Contains 
piax scindrns. often al¬ 
bumen and casts. 

Abundant and 
pnl<‘. Contains 
albumen and 
casts. 

. Eyes; 

lirilliunt nnd glistening. 

Conjunctivitis. 

Eye and car 

s<*qucis. 

9 

Ears: 

Noniuil. 

• 

• Otitis 

('ouipliontions 
nnd Sequels: 

Anasarca. Dropsy. Inllamniatlon of serous meunbranes. 
UbetimntisiD. Kyc and ear lesions. Diphtheria. 

Duration: 

From two t#> four or six weeks. 


Scarlet fever seldom recurs 

» 

Age; 

Mostly from two to five years. 
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Convulsiom often usher in the attack in children. 

Paralysis is not of common occurrence. 

Cases that begin witli violent nervous phenomena, and are 
afterwards characterized by the appearance of severe throat 
symptoms, usually terminate fatally. 

The Temperature. —In all cases of tolerably severe scarlet 
fever the temperature rises rapidly, and may reach 103' Fahr. 
or 104 ' Fall!’, within a few hours. It- increases, as a rule, with 
the ii])pearaiice of tlie eruption, and remains between 104’' Fahr* 
and lOtr Fahr. until the rash begins to decline. At times it is 
hyijerpyretic, and reaches 107° Fahr. or 108'' Fahr. on the second 
day. It runs high in malignant cases, and has been known to 
exceed 112^ Fahr. in fatal cases. 

Defervescence is fre([ueiitly irregular and may be delayed by 
complications. The tom{)erature-fall dates from the decline of 
the rasl], and generally requires fi-om three to eight days for its 
comi)letion. Fxceptionally, after a moderate exacerbation, it 
reaclujs tlie normal in twelve hours. Occasionally it takes the 
zigzag descent of lysis. A sub-normal teinpei’ature sometim^'s 
sets in before tlie normal is rendered certain. In some cases the 
temperature ])uvsnes a descending course while all the severe 
constitutional symptoms continue; the patient dies whilst the 
temperature falls still lower, or undergoes fatal perturbations. 
Its descent may be interrupted by renewed exacerbations, usually 
traceable to some complications. In typhoid states it may re¬ 
main high for ten days or two weeks after the fading of the rash. 

During convalescence it remains normal unless elevated by 
comi)licutioiis. In fatal cases, if ileath occurs during the stage 
of eruj)tion, the temperature ranges high until death approaches 
when it gejierally falls. If death takes place during tlie decline 
of .the eruption, tlie temperature piay either rise or fall in the 
death agony. 

The Pulse.—The frequency of the pulse is a marked symp¬ 
tom in scarlet fever. It frequently reaches 120 or 140 soon after 
the onset of the attack, and is full and compressible. In severe 
cases it may run np to 150, 160 or even 170. As the disease 
progresses towards a fatal termination it becomes small and very 
rapid, and is often uncountable. 

The Respiratory System. —Tlie respirations are generally 
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natural, althongli when the fever runs high they are somewhat 
quickened. A frequent, guttural, dryjjough is ofteu present. 
In severe cases the respirations become accelerated. As a result 
of the throat affection they become labored and difficult, and are 
performed with a noise like that of one strangling. From this 
circumstance is derived the Spanish name for the disease, garo- 
iillo. The voice is ax)t to bo hoarse, and in severe cases may 
become whispering or lost, in consequence of extensive exuda¬ 
tion into the larynx. 

The I’hroat. —Sometimes a feeling of roughness in the throat 
witli ])ain during deglutition is the first intimation of tlie ap¬ 
proach of tlie disfiase Exce]>tionally- in the mildest cases, there 
may be no pain in swallowing, but little redness over the tonsils 
and soft- i)alnte, and no inflnmmatio]i or swelling of the throat. 
In most cases, however, there is more or less swelling of the 
tonsils, and general tumefaction of tlie soft parts of the tliroat. 
As the ei iiption progi’esses, the fauces become more swollen, the 
redness of the mucous mombraiie deej)en8, the tonsils become 
the seat of more or less intense x)arencbyniatous inflammation, 
and are frequently sx)f)tted with a wJiite or ash-colored exudation. 
This exudation differs from that of diphtheria in adhering less 
closely, in being ash-colored instead of yellow, in appearing upon 
a uniformly reddened raucous membrane instead of a simply 
■ circumscribed redness, and iji not coming off in dense membra¬ 
nous layers. The exudative spots may remain from one to three 
or four days, and are then thrown off permanently. Occasionally 
they form in successive crops. Hawking and spitting are ajit to 
be troublesome on account of the collection of mucous in the 
tliroat and fauces. Fetoj'of the breath is more or less pro- 
nounced, according as the exudation is^slight or extensive. 

In severe cases the exudation may become dark and offensive, 
and leave deep, ragged, asljy-looking ulcers on the throat and 
tonsils. Inffammatiun, swelling and induration of tlie lymphatic 
glands and cellular tissues about the angle of the jaw and under 
the chin are almost constant accompaniments. The tumefaction 
may extend to the sides of the neck and throat, and greatly em¬ 
barrass respiration. In such cases there is great danger of oedema 
of the glottis. Extensive suppuration in the glands and areolar 
tissue about the neck sometimes occurs, ^^loughing pharyngitis 
not infrequently occurs in the worst forms. In malignant at- 
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tacks there may be evidences of gaugi-ene of the pharynx and 
uvnla. 

The (hitaneous Surface. —The skin becomes hot and dry, and 
the face flushed shortly before the onset of the attack. The heat 
is usually pungent in character, and the integument is slightly 
swoll(ui. An indescribable odor—likened by some to that of old 
cheese—readily discernable wlien once recognized, often attaches 
to the scarltit fever patient, and is an important aid in diagnosis. 
Mon^ or Jess itching and burning attends the cutaneous conges¬ 
tion, and increases in intensity as the disease progresses. 

The entpiion ap})ears on the secontl day of the fever and con¬ 
stitutes the characteristic clinical phenomenon of the disease. 
If appears first about the neck an<l clavicular regions, and ex¬ 
tends rapidly over tlie trunk and extremities. It frequently 
spares the face, and the skin about the mouth is usually pallid 
Tlio first appearance is in the form of fine red dots or points. 
These dots form irregular patclies of ci^iisiderable size, which 
quickly coalesce, and give to the skin a distinctly scarlet color. 
In nifiliguant cases the rash comes out late, and is eitlier pale 
and indistinct or dark and livid. In rare instances it is wholly 
wanting. In mild cases it is frequently of short duration and 
occurs only in patches which do not coalesce. It reaches its 
height about the fourth day, and then remains stationary for one 
or two days, after which it begins to decline. It is most vivid 
and remains longest upon the back, loins, inner sui’faces of the 
arms and thiglis, and flexures of the joints. The surface of the 
eruption is usually smooth; but in some cases, particularly 
upon the extensor surfaces of the extremities, on account of the 
enlargement of the papillse it is sliglitly rcrnghened. Occasion¬ 
ally minute miliary vesicles arc scattei'ed over the surface. 

Desquamation usually cornmerfces about the sixth day, first 
iipon the neck, and then gradually extending over the body. 
“Where the skin is thin, the epidermis comes off in thin, light 
scales. Where it is thick, as on the palms and soles, it peels off 
in large flakes. As the rash fade*^ it leaves a yellowish-brown 
pigmentation which gradually disappears. In severe cases the 
hair falls off, as in all long fevers. 

The Digestive Tract. —The tongue is at first coated white or 
yellowish-white and is of a deep-red color at the tip and edges. 
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During the erui)tive stage the coating exfoliates, and the whole 
surface assumes a deep red and shining aspect. The papillse 
become enlarged and projecting, and cause the tongue to present 
the appearance of a ripe strawberry. This strawberry-liko or 
cat's tongue is usually present in all well-marked oases, and is 
pathognoimmic of tlie disease, it frequently continues for a 
week or ten days and then returns to normal. The tongue is usu¬ 
ally moist througlioiit the attack. In malignant and fatal cfises it 
becomes dry, })rown autl chapped, and sordes collect up^^m the 
lips, teeth and gums. Thirst is usually urgent, and there is 
c{)mj)lete anorexia. Nausea and vomiting occur in tlie majority 
of cases, and are more urgent during the erii])tive stage. They 
becomi^ violent and constant in severe cases. The bowels are 
iiatura] or else slightly constipated in ordinary cases. At times 
a .sligld gnstro-intcstijinl catarrh may bo present. Colliquative 
diarrhea and intestinal hemorrhage occasionally occur in malig¬ 
nant cases. 

• 

The Urine.—The urine is commonly of a deeper color than 
ill Jl(^■^ltiJ, and contains plax i^chidens and a large quantity of 
lateritious sodimf*nt. It is generally acid in reaction, and its 
specific gi’avity is higher than normal. The quantity of urea 
and chlorides is usually diminished. Albumen is present in 
over half of the cases, llenal epithelium, epitJielial or hyaline 
casts, and blood globules, are apt to bo more or less abundant in 
the sediment. 

Tn s(*vere cases the urine may bo very scanty, or even entindy 
sniipressed, and is frequently attendeil by urinmic symptoms. 
Ilsually whatever urine is voided is of a dark-red or blackish- 
brown, smoky color. The specific gravity runs high—1025 to 
1040—and the amount of nlbume», casts and blood globules is 
large. After a time, in favorfible cases, the irrine becomes more 
abundant, the smokiness and albumen disappear and the specific 
gravity gradually returns to normal. In less fortunate and by 
no means rare cases, the albumen remains constant, and the mi¬ 
croscope shows granular or epithelial casts, and free renal epi¬ 
thelium. 

I’he Special Senses.— The eye and ear are frequently involved 
and are often the seat of serious lesions. 

Conjunctivitis may occur at any stn"p. Phlyctenular iiiflnm- 
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mation is a not uncommon sequel. Marginal blepharitis fre¬ 
quently exists and is ajjt to become chronic. Primary keratitis 
may occasion perforation of the cornea. Transitory blindness 
often accompanies the ordinary symptoms of ursemia. 

Catarrhal Eustacliian deafness and external otitis are not 
uncommon when the rash is well marked, Acute suppurative 
otitis media is oftener present when the throat symptoms are 
prominent, and when the cutaneous manifestations are lesa 
marked. 

The nasal mxxcous membrane is frequently the seat of an ex¬ 
coriating coryza, which is often associated with a dangerous 
form of pharyngitis. The discharge contains the elements ca¬ 
pable of producing septic poisoning. Not infrequently it leads 
to the formation of ulcers, and eventually necrosis of the nasal 
bones. 

Morbid Anatomy. —The characteristic lesion of scarlet fever 
is to be found upon the skin and mucous membrane. Most im¬ 
portant changes may also be observed in the blood, kidneys, liver, 
spleen and lymphatic glands of the tliroat. 

The Bkin .—The morbid cliaiiges which take place in the skin 
are mainly those of hypermmia and slight exudation, and are 
believed to be due to the irritating nature of the plcur, schtdens. 
The hyperasmia is limited for the most part to the corium and 
papillary layer. In the early stages the corium presents signs 
of inflammatory cedema with enlaigement of the papilla?, and 
the whole is somewhat thickened. Later the thickening becomes 
less marked, but local thickenings of the stratum lucidum and 
partial loosening of the stratum corneum are found. These 
changes usually take place previous to the separation of large 
masses by desquamation. The process of desquamation may 
last only a few days, or it may cqptinue for weeks. It is not a 
rare thing for it to recur a second time on the same surface. 

Tiie eruptiov^ which is usually referred to as the characteristic 
cutaneous lesion, consists of pin-head sized, closely placed points, 
between which the skin is of a natural color. In well-marked 
cases the surface is swollen and intensely congested, and presents 
a generally reddened appearance. The spots are mainly circular; 
at times they are elongated, especially on the forearms and legs* 
The color of the eruption varies from pale red to dark red, and 
is, as a rule, proportionate to the intensity of the fever. It is 
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a result of the congestion and inflanimatiou of the skin, which 
may be presumed to be due to the irritant pressure of the plax 
ecindens. 


Occasionally the eruption is accompanied or followed by acne, 
herpes or urticaria. Not infrequently in malignant cases, cuta¬ 
neous hemorrhages occur, which lead to the formation of pe- 
techise and extensive ecchymosos. 

The hlooil undergoes various changes, and usually contains 
pi ax scindehs. 

The mucovs membrane of tJ)e ionsih and pharyn:r is red and 
swollen at the onset of the disease. Soon the parts become cov¬ 
ered with a tenacious mucus, and small elevations aj)pear upon 
the reddened surface. In severe cases the secretion becomes 
abundant and the membrano appears dark and oedematoua, and 
may appear more or less covered with ash-colored patches. At 
time.s the membrano becomes ulcerated and softened. In ma¬ 
lignant cases gangrene of the pharynx may occur. 

Inflammation of tfle parotid and sub-maxillary lymphatic 
glands, and of the surrounding cellular tissiie is frequently en¬ 
countered it may terminate in resolution; not uncommonly it 
ends in suppuration, and may be followed by extensive destruc¬ 
tion of connective tissue. 

Purulent catarrh of the posterior nares occurs in severe cases, 
and gives rise to ti’oublesome coryza. 


The eye lesions include conjunctivitis, purulen^choroiditrs, 
retinitis and suppurating ulcers of the cornea. The ear lesions 
are puriform and are mainly located in the middle and external 


ear. 


The Iddneys are, next to the skin and mucous membrane, oft- 
enest affected in scarlet fever. *Th» mi4de8t affection of these or- 
gfais is catarrh of the urinifcJrous tubules, a condition usually 
marked by more or less extensive epithelial desquamation. Oc¬ 
casionally a croupo.us inflammation of the tubules is induced. 
Tlie morbid processes commence at the malpighian bodies and 
extend to the uriniferous tubules. Cloudy swelling of the epi¬ 
thelial cells characterizes the anatomical changes during the first 
week. Infiltration soon takes place around the tubules, which 
become stuffed with these clouded and enlarged epithelial cells 
or with granular matter resulting from their disintegration* 
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Occasionally fatty degeneration of tlie epithelium occura Some¬ 
times abscesses form in the substance of the kidney. 

Moderate catarrh of the vagina not infrequently occurs. 

Tlie spleen is, as a rule, slightly enlarged. 

The licar changes are similar to those of typhus fever. 
Bronchial catarrh is frequently present during the early and 
late stages of the disease. Lobular broncho-pneumonia some¬ 
times occurs in severe cases. 

Sgnoviiis often occurs at the commencement of desquamation, 
and most frequently attacks the small joints. When sui)purntive 
inflaunnation of the joints occurs, death may ensue from jjyiemiu- 
The mesenteric, Brunner's and Beyer's glands are not infre¬ 
quently enlarged and injected. Sometimes Peyer’s patches 
present the “shaven-beard appearance*' observed during the 
first week of typhoid fever. 

Differential Diagnosis. —The positive diagnosis of scarlet 
fever, though impossible during the stage of invasion, is usually 
attended with but little difficulty after ^hc appearance of the 
eruption. 

The diseases with which it is most liable to be confounded are 
erythema, small-pox, measles, german measles, roseola, erysipe¬ 
las and diphtheria. 

Erythema is to be distinguished from scarlet fever by the 
tlamask rose color of the eruption, by the smaller siise of the 
]>atclies, by the absence of constitutional symptoms, and by its 
short dura4|ih' 

The striking points of differential diagnosis between scarlet 
fever and measles and small-pox are presented in the following 
tabular arrangement: 

measles. I SCARLET •FEVER. \ SMALL-POX. 

Very conlivffiouR. Contagions. , Highly contiigioii?*. 

Most common in chil- Most common in chil- Most common in adulU. 
dren. dren. 

Incubation variable, from Incubation uncertain,av- Incubation constant, 10 
7 to 14 days. orage alwut 8 days. to 13 days. 

Duration, 12 to 16 days. Duration, 2 to 3 weeks. Duration, 3 to 6 weeks. 
Prodromal symptoms, las- Prodromal syniptoms, Prodromal symptonis, 
8itnde,Rbiveiing, Riieez- shivering, nausea, vom- marked chill, Iblloncd 

ing, harsh cough. Rare- iting, sore throat. Con- by vomiting and severe 

ly vomiting. vulsions occasionally in lumbar pains. 

children. 
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MEASLES. SCARLET FEVER. SMAI.L-POX. 

Eruption appears on 4th Eruption appears on Einptiun aiipoLii»> on’{rd 


diiy. 

Eruption consists of pa¬ 
pules arranged in a 
creseeutic inatiner on a 
white ground. 

Eruption appears first on 
forehead and faee, and 
extends gradually 
downwards. 

Eruj)tion lasts about r> 
days 

Skill has no peculiar odor. 

iJronehitis and coryza 
\eiv coiistaut 

Soietliioal riue. 

Dark red, iiTcgular .spots 
ou the palate. 

4 

Wliite coated tongue. 

Temperature, 10:?° to 
107°. 

E<‘\i‘r rather increased hy 
the eruption. 

Secondary fever absent. 

Pulse, 100 to 120 or 100 

Cerebral aym]>tonis ^ery 
rare, and not severe. 

1>( M|n.inia1ioi] slight and 
br.mny 

Cataiihal pneumonia a 
freijneut conipliektiou. 

• 

Sequels; ehrouic bronclii- 
lia, piithisis uud ehrou¬ 
ic conjunctivitis. 

Vaccination aftbrds no 
protection. 


day. 

Kriiptiou con$i5tsofc]use> 
ly iKicketl, mimite ivil 
points, on a bright-red 
hyperiemic ground. 
Ernjdion appears first on 
chest and neck, and 
spreads rapidly. 

Eruiition lasts about 7 
days. 

Skill hits an “ old ciieese ” 
odor. 

bronchitis and coryza 

Con.siderable .sore thro.it. 

Marked injeetion of the 
fauces. Ton.sils cn- 
largetl and paiulul. 
Strawberry tongue. 

Teniperatiirc, 10.')° to 
112 °. 

Fever not relieved by tbe 
eruption, 

Seeoiulary fever absent. 

Pulse, 100 to 120, 140 or 
170, 

Cerebral symptoms fre- 
(jiieiit and grave. 

Desquaiivitiou c u p i u ii s 

and in flakPS. * 

» 

Pneumonia a rare coiii- 
plieation. Pleurisy 
frequent. 

Sequels; dropsy, {•onjuiic- 
tivitis, deafness and 
glandular enlargement* 

Vaccination affords no 
protection. 


day. 

Eruption coiisisis, first of 
papules, then of vesi¬ 
cles, and ou the eighth 
day of ]mst tiles. 
Eruption appears first up¬ 
on the foreheatl and 
about the mouth. 

Ertiption lasts from 0 to 
12 days. 

Skin emits a sickly odor. 

ilroiu’hitls and coryza 
rare. 

Slight.sore throat and dry 
<ougb. 

Eruption seen on tbe 
back of the pliaryux. 

'’nrred tongue >Mtli red 
edges. 

I'iVniptTafure. 104° to 
100 °. 

Eever greatly relieved hy 
the erupt iou. 

Sceinidary fevei always 
pn*seat. 

Pulse,to 120 or 140. 

Cerebral syinjitoms, espe¬ 
cially eouvulhion.s in 
children, imjiieiit. 

Descpiamation in scabs, 
eiusts and thick scales. 
Puenmonia an infrequent 
complication. 

Sequels, glandular on- 
largemcn t s, chronic 
diarrhea, and diseases 
of the eye. 

Vaccination protects. 
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Roseola differs from scarlet fever in the size of its papules, 
which are larger and more raised than the red points of the 
latter disease. The intervening skin between the points soon 
becomes injected in scarlet fever, while in roseola it usually re¬ 
mains natural. Roseola is not, scarlet fever is, contagious. 

The distinctive symptoms of scarlet fever german measles 
are arranged in tabular form upon page 402. 

Erysipelas can hardly be mistaken for scarlet fever, if it is 
remembered that the redness gradually extends from one point,* 
appears smooth and shining, and is usually accomjianied by 
marked oedema of the connective tissue. 

Diphiheria is distinguished from scarlet fever by the usual 
absence of tlie eruption, tlie brick-dust-like flush of the throat, 
and the strawberry tongue. The exudation which occurs upon 
the tonsils and pharynx in diphtheria, is usually of a dirty gray 
or yellowish color, resembling wetted chamois leatiier, while that 
which takes jflace in scarlet fever is generally whitish or ash- 
colored. The urine in diphtheria though frequently albuminous, 
as in scarlet fever, never contains plax scindens. 

Prognosis. —The prognosis in scarlet fever is always uncer¬ 
tain at least, until after the first twenty-four Jiours of the erup¬ 
tion. It is largely influenced by the tyjje of the prevailing epi¬ 
demic, the character of the attack, the vigor and age of the 
patient, and the presence or absence of serious complications. 

Favorable^^mptoms are: a fully and regularly developed 
rash of n br]l|pt red color, mild cerebral and throat symptoms, 
a pulse not exceeding one hundred and twenty beats per minute, 
and a temperature below 104° Fahr. 

Unfavorable symptoms are: early convulsive symptoms, pro¬ 
longed delirium or coma, persistent and long continued vomit¬ 
ing, colliquative diarrhea, a'baifly-d^veloped and dark-coloretl or 
hemorrhagic eruption, early and ulcerative throat lesions, severe 
scarlatinal coryza, a very rapid pulse, a tempera^ire above 105° 
Fahr., a dry, brown tongue, a disposition to a typhoid state, and 
the occurrence of any of the more serious complications. 

The rate of mortality, which is inversely proportionate to 
the age of the patient, varies from five to twenty per cent. 



LECTURE XXX. 

Scarlet Fever.— (Continued.) 
Treatment. 

Prophylaxis,—Whenever scarlet fever appears in a family, 
the patient should be immediately in an upper room 

if possible. The ayartment should be large, well lighted, and 
tcell vettiilaicd, and the temx^ernture should be maintained at (>5° 
to 70°. Cari)ets, hangings, and all unnecessary articles of furni¬ 
ture should be removed from the room. Sheets should be hung 
up in the door and window ways, and kept constantly saturated 
with Platt’s chlorides or some disinfecting solution. The bed 
and boily. linen should bo changed daily, and immediately disin¬ 
fected or baked. The discharges from the bowels and kidneys 
should be received into vessels charged witLA^sinfectauts. 
Platt’s chlorides should be sprinkled on the beHnid about the 
room. Inunctions with mildly carbolized vaseline, i)racticed 
several times daily, by preventing the dissemination of the dusty 
l^articles of the epidermis during desquamation, exert a marked 
prophylactic influence. N\ifses,^and attendants upon the sick, 
should not mingle with the healthy members of the family until 
desquamation is comj)leted. Physicians sliould take a long ride 
in the open air after leaving the sick-room of a scarlatinous pa¬ 
tient, before visiting in houses where there are unprotected 
children. • 

After recovery or death, the apartment should be thoroughly 

* All cnse» of scarlet fever occurring in the county, must be reported to the 
County Clerk; or, in cities, to the City Board of Health. 
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disinfected by the burning of sulphur, or by pouring crude car¬ 
bolic acid ou chloride of lime, or by placing ozonizing powders 
—composed of equal parts of oxalic acid, peroxide of manganese 
and potassium permanganate—moistened with water, in dislies 
throughout tlie room. The bed and body linen, and all blankets 
and flannels that have been about tlie bed, should be immersed 
in some disinfecting solution and then thoroughly boiled or 
baked. The mattrass, pillows and curtains, and the clothing 
worn by nurses, should be exposed to a high temperature (240”, 
or 250°), and afterwards well aired l)ofore being used. Aftt^r 
everything has been disinfected, the wocxlwork of the room 
should be thoroughly c]eane<l rvith car*bolized water, tlie walls 
whitewashed, and the apartment freely aired for at least two or 
thr(^e days. 

It is believed that heUhdonna, administered min’iiiiig aiid evoji- 
ing, will either prevent tlie disease, or cause it to run a mikh'r 
course. The sidpho-carholaie of sod(i is also recommended for 
the same purpt)se. 

Principal Remedies.—'rhe remedies oftenest indicated in the 
premoniiorg stage are: aconite and belladonna in mild cases; 
voratrum viride, belladonna, s<^>lanuni, apis, ailantlius, arum, am¬ 
monium carl), and rlius in severe cases; and arsenicum, ailan- 
thus, lachesis, ammonium carh. and camplnu* in malignant cases. 

During the erujitive singe the main remedies aj'e: bollatloiina 
and rims iii mild cases; apis, solanum, mere, bi-jod, rhus tox., 
arsenicum ailantlius, hyoscyanms, vc^ratrum viride aiui 

bryonia in sWR*e cases; and arsenicum, ammonium carb., la¬ 
chesis and ailantlius in malignant cases. 

In the desqitamaiive singe the principal remedies are: sul¬ 
phur, arsenicum and kali sulj)!!. in mild cases; and sulphur, 
liepar sulph., lielloborus, ^quiJIs, tferebinthina, rhus, asclepias 
syr., apis, arsenicum, baryta carb.. calcarea carb., kali bich., sili- 
cea and arum, in severe'cases. 

Belladonna is the principal remedy in the simpler forms of 
the fever, especially when the eruption is smooth, and is accom¬ 
panied by pain in the head and soreness of the throat. It is 
usually given in alternation with aconite, gelsemium or voratrum 
viride. Solanum may be used instead of belladonna when the 
spots are large, red and livid, and when there is a tendency to 
convulsions, especially in teething children. V(rratrttm viride 
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is called for w^iien the fever is intense, the pulse very rapid, and 
there is great danger of cerebral congestion. Brif07iia is indi¬ 
cated if the fever sets in with an adynamic type, and especially 
if, in consequence of exposure to the fresh air, the eruption re¬ 
cedes after it is fairly out. 

will be of seiwice when there is rapid swelling of the 
throat with sharp stinging pains, when the rash is interspei-sed 
with a miliary eruption, when with suppression of eruption 
there is entire suppression of urine, or when dropsy sets in with 
swelling of the genitals. Ailantlius is indispensable when the 
eruption assumes a livid hue, when the fever is intense and the 
heat pungent, and when there is a foetid discharge from the nos¬ 
trils accompanied by cracking at the corners of the mouth. It 
is adaptetl to malignant cases, and sucli as siiow extreme torpor. 
Arum is specially valuable in severe cases when the nose and 
mouth are sore, when tlie discharge the nose is acrid and 

excoiijiating, when the lips commence to swell, and when the 
patient begins to pick the fingers and lips. Arsenicum iodide 
should be thought of when tJie discharges are irritating and 
corrosive, and tJiere is swelling of the lympliatic glands, espe¬ 
cially in scrofulous individuals. Avsenic'um alb. is useful in 
malignant cases, when there is a tendency to prostration of the 
vital powoi's. Ammonium curb, may be needed when the erup¬ 
tion is faintly developed, when the tonsils are enlarged, livid, 
and more or loss covered with an olfensive, sticky exudation, and 
when the parotid gland, especially the right^jk infiamed and 
swollen. Rhus iox. may be administered earl^^stoad of bry- 
oiiia, when torpor threatens, the glands become swollen, the are¬ 
olar tissue becomes implicated, rheumatic pains appear, and 
petecliiro are formed. Red iod{<!e.of mercury is always indicated 
for ulceration with swelling of glands of the throat, and for 
swelling and infinmmation*of the cervical glands. Lachesis is a- 
remedy of the first importance when malignant throat-symptoms- 
appear, or when, during the decline of the eruption, the disease 
assumes a typhoid tendency. Hepor sulph. is especially valua¬ 
ble when suppuration threatens. 

Delirium is geum'ally met by either hcMadmma, hyoscynmus 
or stramonium. Extreme restlessness and irritability cal] for 
coffea. Marked sopor with loud, slow respiration, indicates 
opium. When the eruption is suppressed or recedes, either 
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apiSi bryonia^ ailanihuSf ipecaCy cupimm or opium will be needed. 
Convuleions before the appearance of the eruption are met by 
belladonna, monoiropa, cuprum, hyoscyamus and veratrum vi- 
ride. OonvulBions during the stage of desquamation call for 
moschus, veratrum viride or cuprum. Cases that take on a ty¬ 
phoid tendency are usually met by arnica, bajyiisia or rhus. 
When diphtheria sets in, kali bich. and the red iodide of mercury 
do excellent service. 

Tartar emet. or kali hick, may prove serviceable when the 
larynx and trachea are involved, and there is great difficulty in 
breathing. Ipecac should be tiiought of if the chest is seriously 
affected, or if nausea and vomiting are leading symptoms. Spon- 
gia or bromine will be of service for the hu’yngitis. Tartar 
emet. for pericarditis. Mercurius, hryonia or Wins for pleuritis. 
Arnica, rhus or salicylic acid for articular rheumatism. Arsen^ 
ictna, phosphorus or rhus if petechiao and ecchymoses appear. 
.4r.sc/i/ciiw or ver(drum alb. for diarrhea. 3Iercnrms cor. for 
bloody stools. Camphor when symptoms of collapse occur in 
malignant cases. 

Hclleboras is the principal remedy for anasarca, and for 
threatened Jiydrocephalus. Apis, arscnicum, benzoate of lithia, 
cantharis, digitalis, helleborns, (fsclepias syr., squills and iere^ 
bvnthina are ofteuest indicatetl in post-scarlatinal dropsy. He- 
par stdph. will exert a favorable influence upon the tendency to 
dropsy if given as soon as there are traces of albumen in the 
urine. 

Mtiriaiic aciaov anrum mur. will be needed when the nose is 
sore and bleeds frequently. Rhus or merenrius nit. for phlyc¬ 
tenular conjiinctivitis, suppurative choroiditis or panophthalmi¬ 
tis. Gelseiniiim for serous choroiditis. Aurum or kali Jod. for 
plastic choroiditis. Mercurius^or. or arscnicum for ulcerative 
changes. Merenrius cor. ox 2 dumbiuh for albuminuric retinitis, 
Calcarca carb., carbo veg. or ielliiriuyn in external otitis. Psor~ 
ienm when there is a thin foetid discharge from the meatus. 
Terebinthina, hepar, silicea, nitric acid, anrnm mur. or c(dcarea 
phos. in suppurative inflammation of the middle ear. Elaps in 
chronic suppuration of the middle ear accompanied with naso¬ 
pharyngeal catari’h. Muriatic acid or silicea for otorrhoea and 
deafness. 

Sulphur, arscnicum or kali sidph. maybe administered during 
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the stage of desquamation to hasten the process and prevent 
sequels. Baryia, sulphur or iodkle of calcarea should be thought 
of when induration of the cervical glands remains as a sequel. 


Leading Tndications.^Th6 guiding symptoms for the differ¬ 
ent remedies may be compiled as follows: 


Aconite. —Great dry heat and congestion of the skin. Fine 
prickling, as from needles, here and there. Hapid and full pulse 
• with great restlessness and hurried respiration. Pain in the 
stomach with nausea and vomituig. Fear of being left alone. 
Anxious, frightened expression of the face. Redness of the soft 
palate and uvula {hell.). In plethoric persons. 


AilantliUH. —General prostration, marked cerebral symptoms. 
Constant muttering delirium with sleeplessness and restlessness. 
{hyos.). Intolerance of light. Hot, dry, harsh skin. Violent 
vomiting, with dry, parched tongue (ors.). The teeth are cov¬ 
ered with sordes {h<ipt.j hyos.). Livid eruption, more i.)rofuso 
on the forehead and face. Small, v^eak, rapid pulse. Conges¬ 
tion of the throat, the mucous membrane is dark colored, almost 
livid. Angry-lookiiig ulcers in the throat, witJi fetid discharge. 
The glands of the neck are swollen and sensitive. Thin, watery, 
offensive diarrhea. Petecliiffi. In malignant cases. 


Ainitioiiium carb.—Burning in the throat, down to the oeso¬ 
phagus {canth.). Putrid sore throat; gangrenous ulcei*ation on 
the tonsils {mur. ackl). Hard swelling of the r^^t parotid and 
cervical lymphatic glands. Tonsils enlarged aucTOvid, and cov¬ 
ered with a sticky, offensive exudation. Faintly developed erup¬ 
tion. Stertorous breathing; threatened paralysis of the brain^ 
with excessive vomiting {zincam). Involuntary evacuations. 

Apis niel. —High fever witli okilliness from the slightest mo¬ 
tion. Dull pain over the whole head reUeved by pressure. So¬ 
por with shrill, piercing shrieks. Great restlessness and nervous 
agitation. Tongue of a deep red color and covered with blisters 
{rhus). Dryness of the tongue, mouth and throat. Swelling 
and ulceration of the tonsils and palate {mere.). Stinging, 
smarting pain in the throat with difficulty in swallowing. Burn¬ 
ing, pricking, smarting, itching sensations in the skin. Intensely 
deep red rash {hell.). Great soreness in the pit of the stomach 
when touched {hry.). Frequent, foul, involuntary, slimy and 
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bloody stools. Dyspncea with great restlessness and trembling 
(ars.). Suppression of urine {kyos,, opium); albuminuria (j^hos. 
acid)^ Dropsical symptoms during desquamation. 

Arsenicum. —Suppression or delay'of tlie eruption with ap¬ 
pearance of petechiffi. Great restlessness and extreme prqptra- 
tion. Vomiting and diarrhea. Dryness in the mouth with thirst 
for frequent sips of water {hell.f opp. />?';/.). Dry, brown, cracked 
tongue (rhus). Dryness and burning in the fauces and throat 
{hclLj lack.). Grinding of the teeth while asleep {hell). Par¬ 
oxysmal pains ill tlie ears; profuse, thiii, acrid discharge from 
the middle ear. Difficult breatliing witli great anguish. Urine 
dark colored and hhxidy, and passed with difficulty. Involun¬ 
tary micturition (hyos.) Pulse frequent, hard and tense, or 
small, trembling and intermittent. Puffiness of the eyelids; 
OBdematous swelling of the feet. Typhoid symphnns. 

Arum,—Ichorous discharge Troin the nose, excoriating the 
nostrils and upper lip (am. iod., mere. cqr.). Soreness and 
ulceration of tlie ni(>uth and fauces. Tongue rod and sore with 
elevated pajiilhe. Swelling of the sub-maxillaiy glands. Scar¬ 
let eruption all the Ixxly, wntli mucJi itching and restless¬ 
ness. Picking at tlie nose, lips and finger-nails. Spasmoiiic 
niglit cough (hyos.) 

Anruni mur.—Obstinate fcctid oiorrhcEa. Foetid mucus dis¬ 
charge from the nose. Caries of the nasal bones (caZe. carh.)- 
Painful swelli^j^ of the sub-maxillary glands. 

Baptishu—Great ^irostration with nervous restlessness, espe¬ 
cially at night. Dull, stupefying headache (po/.s.). Nausea 
followed by vomiting. The eruption is more marked in the 
throat than upon the skin. putrid ulcers in the throat 

witli diflicult (leglutition. Swelling of the parotid glands. Pu¬ 
trid, offensive breath w'itli profuse salivation (wn^'c). Tongue 
covered with a yellowish-brown coating in the center, but red 
and shining at the edges. Typhoid symptoms. 

Baryta curb.—Ilight parotid swoll m and painful. Inflam¬ 
mation of the tonsils with tendency to suppuration (hepar). 
Chronic induration of the tonsils (ealc* carh.): Swelling of the 
sub-maxillary glands (were.). Ailments during and after des¬ 
quamation. Adapted to scrofulous children. 
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Belladonna. —Higii {aver and sore throat Severe head symp¬ 
toms with delirium. The head is hotter than other parts of the 
body (am.). Drowsiness broken by starts and frightened out¬ 
cries. Convulsive motions of tlie limbs. Smootli, scarlet-red 
eruption upon the skin. The skin, is so hot that it imi^arts a 
burning sensation to the hand. Creat drynOss of the fauces and 
throat. Inflammation of the fauces and pha^mx, with dark 
redness of tlie mucous membrane, and burning, stinging pains 
’ (apis). Face fiery reel, or else pale, puffy and sunken. Tongue 
white in the center with red edges (ryc/,s\), or red all over witli 
raised pupilhe. Difficult deglutition; ffiiids swallf)wed return 
through the nose {kali hich.). Stomach and abdomen sensitive 
to the touch (hri/.). Swelling of tiie jiock, extremely painful to 
the touch and motion. 


Bromine.—Swelling and induration of tlie sub-maxillary and 
left parotid glands (covinm), J)iphtheritic complications. 

Bryonia.—Exceedingly ii-riiable, ev(?rything makes him angry 
(cJuwl), Sensation ns if sinking deep down in bed. Headache 
as if everything would i)ross out of the forehead, worse on mo¬ 
tion (brll.). Stitches in the thront when swallowing {belt.). 
Dry, parcJied lips. Delay or sudden retrocession of the erup¬ 
tion (iprrar). S<uisatioii of weight upon the chest with trouble¬ 
some cough. Symptomsof pleuritis or meningitis {/lalL). Drop¬ 
sical symptoms. Constipation. 

I’alcarea carh.—Sore throat witJi difficult deglutition. Swell¬ 
ing and induration of the glands of the neck ^iaryia, vierc.), 
Aphtlne on the tonsils and roof of the mouth. Accumulation of 
mucus in the air passages. Puruloht discharge from the ears 
{hep(n% me7T,). Swelling and redness of the lids, with nightly 
agglutination {sidph.), Uteeratmu of the nostrils. In scrofu¬ 
lous subjects. • 

Camphor.—Sudden retrocession of eniption with coldness of 
the skin, and groat prostration {cuprum). Suffocative dyspnoea. 
Accumulation of mucus in the air passages {ipecuc). Great 
pra^cordial anxiety. Weak, scarcely perceptible pulse {carbo 
t‘6Y/.). C<dd, clammy sweat {verat alb.). Suppression of urine. 

Capsicum.—Burning and smarting in the throat, worse l^e- 
tween the acts of deglutition. Burning vesicles cm the tongue 
and mouth. Shivering and chilliness after drinking (ars.). 
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Painful swelling behind tlie ear. Caries of the mastoid pro¬ 
cess. Exalted sensibility of all the senses {coffea). 

Carbolic acid. —Dusky red face, with a white circle around 
the mouth. Lips and tongue dry and covered with sordes. 
Fauces fiery red and swollen. Ulcerated patches on the lips and 
cheeks. Extremely foetid breath (&ap^.). Liquids on being 
swallowed return through the nose. Weak or thready pulse. 
Excessive prostration witli dizziness and headache. Eruption of 
a dark red color. Miliary vesicles all over tlie body. Urine 
light-colored and scanty. Involuntary discharge of mucus from 
the anus when urinating. 

Carbo veg.—Restlessness and anxiety. Coldness of the breatli 
and tongue {verat (dh.). Excessive prostration (crns.). Inter¬ 
nal burning, -wants to be fanned (ors.). Sticky, cold perspira¬ 
tion. Livid, jjurple apx)earance of eruption {hich.). Thread¬ 
like, scarcely perceptible pulse. Putrid sore throat. Ecchynioses. 

(^olchicuni. —Vomiting, excited or renewed by every motion 
(?>? 7 y. ). Senses too acute; over affected by strong odors. Q^de- 
inatous swelling of tlie legs and feet (ars.). Scanty discharge of 
bl()f)dy urine, looking almost like ink, and containing albumen* 
Rlieumatic jiains in the arms, extending into the fingers ihry.^ 
cauL). 

Conium. —Swelling and induration of the parotid and suh- 
inaxillary glands. In scrofulous individuals. 

Cuprum acet.—Excessive nausea; vomiting relieved by drink¬ 
ing cold water (67'//.). Convulsions precede the appearance, and 
follow the sudden retrocession of the eruption. Cold, bluish 
face -with blue lips {Inch,). The patient is afraid of every one; 
clings tightly to tlie nurse. ■ 

Digitalis. — Extreme debility with great anxiety (aco.). 
Thready, slow, intermittent pulse. Constant urging to urinate 
with scanty discharge. Dark, turbid urine. Ne^ihritis after 
desquamation, with anasarca and oedema of the lungs. 

Gelsemium.— Intense fever with frequent, soft, weak pxilse. 
Heat with languor and drowsiness. Muttering delirium during 
sleep. Crimson flush of the face with suffused eyes. Great 
nervous excitement The throat feels swelled or filled up, and 
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is diffusely red. Throbbing in the ears, pains shoot from the 
throat to the ears when swallowing. Great aversion to light, 
with dilatation of the pupils ( bell ). Trembling and complete 
loss of muscular power. 

Helleboriis. —Face pale and oedematous. Urine scanty and 
dark colored; after settling it looks like coffee grounds. White, 
gelatinous stools with tenesmus. Sudden dropsical symptoms. 
In scrofulous children, and in children daring dentition. 

Hepar sulph. —Stitches in the throat extending to the ear 
(gels., kali hick.); worse on swalloiving. Swelling of the paro¬ 
tid and Bub-maxillary glands. Early decrease of the urinary 
secretions with traces of albumen and casts. Discharge of fetid 
pus from the ears. Ulcers and specks on the cornea. 

Hyoscyainus.—Late appearance of the eruption, causing great 
nervous excitement. Constant desire to get out of bed. Red, 
spaz'kling, staring eyes (bell). Constrictive sensations in the 
throat with inability ^o Bwallt>w (hell). Clean, parched, dry 
tongue. Dark-red, flushed face. Muscular twitchings (siram.). 
Subsultus teiidinum. Involuntary evacuations. Retention of 
urine (opium). Grating of the teeth (apis, hell). Brownish 
spots or gangrenous vesicles on the body. 

Ipecacuanha.—Constant nausea and vomiting o£ green bilious 
or slimy substance. Suppressed eruption. Violent itching of 
the skin. Dysi)iia<a. 

Kali hich.—Throat purple, with small patches of tough, firmly 
adhering exudation all over the fauces. Pain extending to the 
riglit. ear, when swallowing. Swelling of the parotid glands. 
Ulceration of the septum of the nose (aurum). Punilent in¬ 
flammation of the whole nasifl mu 4 ;(jjis membrane (nif. acid), 
Diphtheria. * > 

Kali carb. —Inflammation and swelling of the right parotid 
gland. Mouth and tongue covered with painful burning vesicles 
(mere. cor.). Smell from the mouth like that of old cheese. 
Swelling between the eyebrows and upper lids like a little bag. 

Kali permangaii. —General and excessive prostration. Dij)h- 
theritic exudation all over the fauces. Extremely foetid breath. 
Great dyspnoea. 

Lac cauinuni. —Pricking or cutting pains when swallowing 
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extending up to the ears. White ulcers on the tonsils; pharyn¬ 
geal inflammation. Ulcers shine like silver gloss. Enlarged 
glands in scrofulous children. 

Lachesis. —Great mental and physical exhaustion. Aggrava¬ 
tion of all the symptoms after sleep (apis). Stupor and mut¬ 
tering delirium {apis). The eruption appears slowly, or tiims 
black or bluish. Dry, red or black, cracked and bleeding tongue 
(ars.). Hawking of mucus with dryness and rawness in the 
throat. The exudation commences on the left tonsil and spreads 
towards the right. External swelling of the neck and glands. 
External throat very sensitive to the touch. Black urine; watery, 
offensive st<x)ls (or.s.). Passive hemorrhages of dark, fluid 
blood. Typhoid symptoms. 

Laclinauthes. —Heat and burning in the skin with sensation 
as if the eruption would appear. Circumscribed redness of the 
cheeks (?7r//s). Dryness and roughness of tlie throat, with 
pricking pain when swallowing. Stiffn^s of the neck after 
scarlet fever. 

Lithium benzoate* —In post-scarlatinal dropsy, when the 
urine is dark, brownish-red, has a pungent odor, and there are 
present swelling of the joints, rheumatic pains and cardiac symp¬ 
toms. Ct)ncretions in small joints. 

LycopoiIiiilU. —Inllammation of the throat of a brownish-red 
color, with stitches during deglutition. Ulceration of the ton¬ 
sils, beginning on the right and spreading to the left (opp. Inch ,). 
Hwelliiig and suppuration of the tonsils {hepar). Swelling and 
sensitiveness of the sub-maxillary and cervical glands. Urine 
scanty, with or without sandy sediment. Grinding of the teeth 
even when fully awake. Secondarjfcoruptions of dark-red blotches 
on the hands, thighs, back“^and face. Falling out of the hair 
((jraph., phos.). 

3Ierc. cyaiiuret. —Excessive prostration. . Marked redness of 
the fauces with difficulty of swallowing. Suppression of urine 
{apis). Engorgement of the parotid and sub-maxillary glands. 
Diphtheritic symptoms. 

Merciirius. —Ajffith® in the mouth with profuse salivation. 
Ulcers upon the ]:>alate and tonsils, with ash-colored exudation. 
Dirty-yellow coating on the tongue. Swelling and inflammation 
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of the glands of the neck. Foetid breath (6ap/.). Nasal bones 
swollen and sensitive to the touch (awr^w). Otitis with bloody, 
offensive discharge {graph.^ puk,). Itching and restlessness* 
worse at night and after sweating. 

Merc. iod. flarua. —Fauces bluish-red and ulcerated (ktch.). 
Induration of the paiotid and cervical glands and tonsils. 
QSdema of the neck and throat (ajyis). Sharp, throbbing, bor¬ 
ing pains in the left ear. Tongue yellow with tip and edges clean 
a’iid red. Foetid discharge from the fauces and nares. Urine 
scanty and high-colored. 

Merc. iod. ruber.—Livid, purplish patches in the throat. 
Exudation limited and easily detached; mostly on the left ton¬ 
sil. Hawking up white and tough mucus. Swelling of the 
glands. Profuse salivation with pressure in the throat on swal¬ 
lowing. Diphtlieritic symptoms. 

Muriatic acid.—Marked redness all over the body, or else 
scanty erui)tion interspersed with petechia). The throat and 
fauces are dark-red *and swollen, and covered with a grayish- 
white exudation. Excessive dryness of the lips, mouth and 
tongue. Acrid discharge from the nose, excoriating the nostrils 
and upper lip {aruw, mere. ear.). Pulse rapid and very feeble, 
intermits every third heat (fourth beat, nit acid). Complete 
prostration of tlio vital forces. Constant inclination to slide 
down in bed. Typhoid symptoms. 

Nitric acid.—Soreness and swelling of the tonsils with diffi¬ 
cult deglutition. Drynes.s and intense burning in the mouth and 
fauces. Foetid odor from the mouth {bapt^ mere.). Profuse 
dischiirge of thin, ijurulenl matter from the nostrils. Offensive, 
purulent discharge from tlie ear (sit). Swelling of the parotid 
and sub-maxillary glands {mti'c,). 

Opiiiiti.—Drowsiness or sopor. Complete loss of conscious¬ 
ness {ht/os.) with slow, stertorous breathing. Stupid sleepless¬ 
ness with frightful visions. Bed feels hot, can liardly lie on it. 
Di*yness of the throat with inability to swallow'. Retention of 
urine. Picking at the bedclothes (kyos.). Impending cerebral 
j)aralysis. 

Pliosphorus.—Constant sleepiness. Low muttering delirium 
ion?., hapi., rhns). Contracted pupils {opium, pliyso^figma). 
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Sudden disappearance of eruption with alarming chest symp¬ 
toms. Difficulty of hearing, especially of the human voice 
{silicea). Dry, immovable tongue, cracked and covered with 
sordes ( ars., verat alb ,). Thirst with desire for very cold drinke 
{rhiis). Darning sensation, causing a constant change of posi¬ 
tion. CEdema of the lids and around the eyes {apis, rhus). 
Brown urine, depositing a brick-dust sediment (cinch,, lyc,). 
Small, quick, easily compressed pulse. Ecchymoses. Falling 
off of the hair (graph,, lyc,) • 

Phosphoric acid, —Perfect indifference (cinch,, lyc.). Dry¬ 
ness of the mouth and throat (nux). Bleeding from the nose 
(ham., ledum). Meteoriatic distension of the abdomen with 
ruinbling*and gurgling. Involuntary, whitish-gray stools. Fre¬ 
quent, small, feeble i)ulse. Bluish-red spots on the parts upon 
which the patient lies. Ecchymoses. 

Phytolacca. —Great prostration with violent pains in the 
head, back and extremities. Dryness of the throat with swell¬ 
ing of the tonsils (hell.). Dark red color bf the fauces (hapt). 
Feeling as of a lumj) in the throat, and great pain at the I'oot of 
the tongue when swallowing (hcdl., lach.). Thick, white and 
yellow exudation upon the fauces (/ca?t/j/c/i.). Shooting pains 
through both cars when swallowing. Hardness of the glands in 
the right side of the neck. Bheumatic pains in the extremities. 
The eruption appears dry and shriveled; the skin feels dry and 
harsh, like brown paper. Diphtheritic symptoms. 

Khus tox. —Great restlessness and'uneasiness (ars.). Active 
delirium and great 2 )rostration. Dry, red, cracked tongue (bapL, 
hell,), Bedness of the tip of the tongue in the shape of a tri¬ 
angle. Dark red, livid eruption with increasing fever and great 
n<3oturuai restlessness. Ichorous discharge from the nostrils. 
Swelling and induration of tt/e parotid and sub-maxillary glands. 
Great thirst for cold drinks (p/tos.*), especially cold milk. In¬ 
voluntary foetid stools during sleep. Rheumatic pains in the 
limbs and joints. Itching over the whole body (sulphur). Ves¬ 
icular eruption with itching and burning. Typhoid symptoms. 

Secale, —Constant sighing. Great prostration and extreme 
restlessness. Mania with inclination to bite (hell, siram.). 
Aversion to being covered. Feay of death ( ars ,). Brown or 
blackish tongue (ars,). Violent, unquenchable thirst. Invol- 



LEADING INDICATIONS. 437 

untary diarrhea {hyos.). Suppression of urine. Bloody and 
albuminous urine {ierebinfh,). Extensive ecchymoses. 

Silicea.—Induration of glands from tardy convalescence. 
Swelling and suppuration of the parotid gland. Caries of the 
mastoid process. Otalgia with drawing, stitching pains 
Itching in Eustachian tubes and - -ars, especially when swallow¬ 
ing. Great sensitiveness to cold air (sepki), takes cold easily. 

Disposition to boils. In scrofulous cliildren. * 

• 

Htramonium. —Convulsions excited by touch, or from looking 
at bright, sliining objects. Coppery-red eruption with heat, dry¬ 
ness and itching of the skin. Great dryness of the throat. Vio¬ 
lent thirst, especially for sour drinks (bry., secalc), Vellowish- 
brown coating on the tongue, wliich is dry in the center 
Black stools which smell like carrion (ars., carho. veg, ). Constant 
restlessness with jerking motions of tlie whole body. Suppres¬ 
sion of urine. 

Siilpliiir.—During J;he stage of desquamation, and in slowly 
in'ogressing cases. In scrofulous children. 

I'ereliinthina,—Headache with intense i)ressnro and fullness 
of tiieliead. Slowly appearing eruption. Tongue red, smooth 
and glossy. Great drowsiness. Vomiting of mucus, bile or 
blood, aggravated by drinking. Buraing and‘drawing from the 
right kidney to the hip., Urine smoky and turbid, depositing a 
sediment like cotTee grounds. Albuininuria and haainaturia. 
Strangury {c(ndh,). Intestinal catarrh and diarrhea. Anasarca 
{hcIL). Ascites {apocynum can,). 

V(!ratruiu vir.— Muttering delirium, Bestless sleep with 
« 

dreams of b<iing ilrowned. Severe frontal headache with vomi^ 
ing. lied streaks in tlie middle of the tongue; yellow edges. 
] nteiise fever witli flushed facq and convulsive twitchings of the 
facial muscles. Sudden spasms with nausea and vomiting and 
great prostration. The child trembles ns if frightened and on 
the vei'ge of spasms. Convulsions precede the outbreak of tlie 
eruption. Irregular, hard, frequent pulse. Oppression of the 
cliest with slow, labored breathing. Dark, turbid, foetid urine, 
liheumatism. 

Zinciini.—Eetrocession of the eruption {cuprum). Threat¬ 
ened paralysis of the brain. Twitching of the hands and feet. 
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Dryness of the throat with accumulation of mucus in the pos¬ 
terior nares. Small, filiform pulse. Involuntary evacuations. 

HYGIENIC AND DIETETIC TREATMENT. 

The sick room should be large and well ventilated, and the 
temperature should be kept between 65° Fahr. and 70° Fahr- 
All superfluous articles of furniture and everything that is liable 
to absorb and retain contagion should be removed from the 
apartment. Throughout the -whole course of the disease quiet¬ 
ude and the strictest cleanliness should be observed. The bed 
and room should bo sprinkled with Platt’s chlorides, diluted one 
part to ten, or some other disinfectant. Sheets saturated with 
some disinfecting solution should be hung up in the door and 
window ways of the apartment. The bed and body linen should 
be changed daily, and immediately thrown into a vessel contain¬ 
ing a solution of carbolic acid, before being removed from the 
room. The discliarges from the bowels or kidneys should be 
received into vessels charged with disinfectants, and immedi¬ 
ately disposed of. 

Cool or cold drinks in small amounts and at short intervals are 
beneficial as well as grateful to the patient. Pieces of ice held 
in the mouth afford ihe most marked relief when throat compli¬ 
cations are severe. The diet should, as a rule, be liquid, and 
may consist of milk, milk and lime water, beef tea (p. 103), but¬ 
termilk, koumyss, clam broth, light soups, or farinaceous food. 
If exhaustion is great, brandy with milk (p. 30G), beef or chicken 
tea and wine whey (p. 194) may be given. WJien diphtheria 
occurs as a complication, brandy or whisky, should be admin¬ 
istered in teaspoonful doses every hoiu' or two, or until the sys¬ 
tem becomes saturated. 

The local treatment of^ihe throat consists in the early appli¬ 
cation of a cold water compress fo the front of the neck from 
ear to ear. When there is considerable infiltration of the throat, 
hot applications externally and steam inhalations, warm gargles, 
or sprays internally are of the greatest benefit If exudation 
occurs, carbolized lime water spray (cold)—carbolic acid three 
drops, lime water one ounce—used tliree or four times in twenty- 
four hours, for three or four minutes at a time, is exceedingly 
efficacious. Viscous secretions which collect in the fauces sliould 
be removed with a camel’s hair brush. When diphtheria and. 
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scarlet fever are combined, a solution of potassium permanganate 
or of liquor potassfe and lime water—one-half of a drachm to 
four ounces—administered in the form of spray by the atomizer^ 
should he used. When there is enormous swelling of the glands 
below and behind the angle of the jaw, or when coryza is pres¬ 
ent, the nasal passages should be cleansed by means of a earners 
hair brush, or by the injection of a mildly carbolized wash, and 
then freely anointed. When there is much purulent discharge 
•from the meatus, frequent syringing with warm water should be 
employed. When suppuration of the external glands or tissues 
about the neck cannot be prevented, hot fomentations should be 

resorted to, and the abscesses opened early. 

« 

When ill the early part of the disease tlie temperature runs up 
to 101’ Falir., the external use of cool or hqiid Avater should 
be resorted to. The water may b(' employed either by immer¬ 
sion in a bath ten degrees below that of the patient, by wrapping 
the patient in a sheet wrung out in water at a temperature of 70 
Fahr., or by sponging tlie surface with cold or tepid water. 
Cloths wrung out of Avater at a temperature of 85'^ Fahr. or 90’’ 
Fall!*., applied to the surface, and changed every hour or two, 
are frequently used instead of either the full bath or the pack. 
As in typhus fever, when the full bath is us(*d the jiatient must 
be kept in tlie bath until his temperature falls to 101° Fahr., 
then takfen out, quickly dried and placed in bod. As soon as tJie 
temperature rises to 104’ Fahr. the patient must receive another 
bath. The best results, hoAvever, are generally obtained from 
either the* icof skeefj the spongi)i(f or the aj^plication <>£ wcl rJothn. 

AYhen thei'o is much itching and burning of the skin, the sur¬ 
face should bo gently anointed Avith mildly carbolized vaseline. 
During desquamation, night and morning inunctions preSeiled 
by Avarm baths, are highly JaeneficTal. 

When the kidneys are involved, large, hot poultices prove effi¬ 
cacious. Daily microscopical and chemical examination of the 
urine should be instituted. If oedema occurs, the patient should 
be given a hot bath or a moist warm pack for at least two horns, 
then removed t > n warm room with the temperature at 72° Fahr. 
or 75° Fahr,, and kept in bed with sufficient covering to induce 
constant, gentle perspiration. Should the oedema become ex- 



44U 


LISCTUIIES ON FEVEUB. 


cessive, small punctures may be made in the lower part of the 
legs to favor the removal of tlie fluid. 

All exposure to cold should be carefully avoided, and the pa¬ 
tient should not be allowed to leave his room for three or four 
weeks at least from the beginning of the attack. 

During convalescence, warm clothing should be worn. 
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in scarlet fever, 421. 
in simple intermittent fever, 55. 
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in yellow fever, 200. 
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treatment of, 102. 

Glassification, of bacteria, 17. 
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Climate, in etiology of cerebro-spinal 
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of typhus fever. 274. 

Clinical history, of cerebro-spinal fe¬ 
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Cough, in infiuenza, 258. 
in measles, 386. 
in. typhoid fever, 160. 

Countenance, in influenza, 255. 
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of small-pox, 348. 
of typhoid fever, 165. 
of typlio-malarial fever, 118. 
of typhus fever, 291, 
of yellow fever, 210. 
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Digestive system, condition of, in 
cerebro-spinal fever, 282. 
in chronic malarial infection, 115. 
in dengue, 106. 
in influenza, 268. 
in measles, 388. 
in pernicious fever, 96. 
in relapsing fev^, 317. 
in scarlet fever, 4i8. 

. in simple intermittent fever, 54. 
in simple remittent fever, 82. 
in small-pox, 345. 
in typhoid fever, 14H. 
in typho-malarial fever, 115. 
in typhus fever, 288. 
ill yellow fever, 203. 

Dimensions of bacteria, 17. 
Diphtheria, as a coinplicatitm of 
scarlet fever, 412. 

Disinfectants, in the treatment of 
relapsing fever, 324. 
of scarlet fever, 425. , 
of .small-pox,,‘551. 
of typhoid fever, 172. 
of typlius f('Ver, 293. 
of yellow fever, 2-31. 

Dropsy, scarlatinal, 411. 
treatment of, 428. 

Drinking >\'ater, contaminut.;ou of, 
ill scarlet fever, 400. 
in ty]>hoid fever, 141. 

Duodenum, lesions of, in typhoid fe¬ 
ver, 103. 

in scarlet fever. 422. 

L)ui;a mater, condition of, in cerebro¬ 
spinal fever, 234. 
in typhoid fever, 163. 

Uyspiuea, of cerebro-spinal f5vev, 
220 . 

of liay fever, 129. 
of influenza, 258. 
of miliary fever, 375. 

Kar, disorders of, in cerebro-spiiiaj 
fever, 229. j 

in fecarlet fever, 420, 
in small-pox, 341. 
in typhoid fever, 169. 
in typhus fever, 284. 

Dezema, after vaccination, 363. 


Emaciation, in dengue, 108. 

in typhoid fever, 167. 
Endocarditis, in cerebro-spinal fe¬ 
ver, 233. 

in small-pox, 383. 

Epididymitis, in dengue, 106. 

in small-pox, 346. 

Epistaxis, in typhoid fever, 159. 

I Eruption, of cerebro-spinal fever, 
231. 

of chicken-pox, 371. 
of dengue, 106 . 
of german measles, 400. 
of measles, 387. 
of miliary fover, 376, 
of relapsing fever, 320. 
of scarlet fever, 420. 
of small-pox, 343. 
of typhoid fever, 157. 
of typhus fever, 287. 
of varioloid, 368. 

Erysipelas, after vaccination, 36::. 

Erythema, in cerebro-spiiiiil frver, 
231. 

Etiology, of cerebro-Pi)iiuil Itivcr, 224. 
of chronic malarial infection, 100. 
of chicken-pox, 371. 

Of cow-pox, 360. 

of dengue, 104. 

of german measles, 399. 

of hay fever, 121. 

of influenza, 254. 

of measles, 3S0. 

oC miliary fever, 376. 

of pernicious fever, 90. 

of relapsing fever, 309. 

of scarlet fever, 405, 

of simple continued fever, 29. 

of simple intermittent fever, 49. 

of simple remittent fever, 76. 

of small-pox, 334. 

of typhoid fever, 137. 

of typho-malarial fever, 112 

of typhus fever, 274. 

of varioloid, 368. 

of yellow fever, 196. 

Excreta, decomposing, in etiology of 
typhoid fever, 141. 

Eye, condition of, in cerebro-spinal 
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fever^ 226. 
in hay fever, 127. 
in inlluenza, 225. 
in measles, fWl. 
ill relapsing fever, 313, 
in scarlet fever, 410. 
in small-pox, 341. 
ill typhoid fever, ]/>!). 
in tyxihus fever, 284. 
in yellow fever, 200. 

Fever, ardent continued, .'50. 
asthenic simple, 31. 
cerehro-spinal, 223. 
dengue, 103. 

ephemeral continued, 30. 
miliary, 374. 
pernicious, 80. 
scarlet, 404. 

simple intermittent, 48. 
simple remittent, 7*t. 
aynochal continued, 30. 
relapsing, 307. 
typhoid, 136. 
t>phus, 272. 
yellow, 105. 

Fevers, classiiicatioii of, 28. 
contagious, definition of, 2 S. 
introduction to, 15. 
malarial, 35. 
miasmatic, 27. 
miasmatic, contagious, 27. 
Foniites, in measles, 380. 
ill relapsing fever, 311. 
in scarlet fever, 100. 
in small-pox, 335. 
in typhoid fever, 139. 
ill Ijpirns fever, 274, 
in yellow fever, 190. 

Forms of bactena, 17. 

Fresh air in treatment, of scarlet fe¬ 
ver, 438. 

«>f small-pox, 368. 
of typhoid fever, 191). 
of typhus fever, 304. 
of yellow fever, 221. 

Ciungreiic, of lung, in typhus fever, 
290. 

of tonsils, in scarlet fever, 421. 
Geographical limits, of malarial fe¬ 


vers, 37. 

of simple remittent fever, 77. 
of typhoid fever, 137. 
of typhus fever, 273. 
of yellow fever, 190. 

Germs, of cerebro-spinal fever, 225. 
of malarial fevers, IS, 39. 
of measles, 380. 
of inlhienza, 2.)5. 
of relapsing fever, I’dO. 
of scarlet fever, 405. 
of small-pox, 3.34. 
of typhoid tever, 138. 
of typlio-inalarial fever, 112. 
of typhus fever, 274. 
of yellow fever, 197. 

German measles, chart of, 401. 
clinical history of, 400. 
definition of, 399. 
differential diagnosis of, 402. 
duration of, 402. 
etiohigy 399. 

[ history of, 399. 
j moibid anatomy of, 402. 

l>rognosis of, 403. 

1 sjnon>ms of, 

I treatment oi , 403. 

Glandular enlargements, in dengm*, 

100 . 

in typlius fever, 280. 

(Tlamlular inllammatioii iii scarlet 
fever, 417, 

(Jnrgiing in right iliac fossa, in ty¬ 
phoid fever, 151. 

niomaturia, in pernicious fever. 97. 
in scarlet fever, 419. 

Ill small-iiox, 340. 

llau, falling of, in scarlet fever, 418. 
JiKyphoiil fever, 157. 
in typhus fever, 270. 
ilay fever, asthmatic form of, 120. 
catarrhal form' of, 125. 
chart of, 128. 
clinical liistory of, 125. 
definition of, 123, 
differential diagnosis of, 129. 
etiology of, 124. 
history of, 123 
prognosis of, 130. 
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synonyms of, 123. 
treatment of, KIO. 
varieties of, 125. 

Headache, in cerebro-spinal feveii 

M‘)7 

in chicken-pox, 371. 
in dengue, 106, 
in german measles, 400. 
in inlluenza, 2-50. 

• in measles, 38G. 
in miliayy fever, 375. 
in pernicious fever, TK). 
in relapsing fever, 315. 
in scarlet fever, 414. 
in simple intermittent fever, 53. 
in simple remittent fever, 80. 
in small-pox, 311. 
in typhoid fever, l.W. 
in typlio-malarial fever, 115. 
in typhus fever, 281. 
in varioloid, 308. 
in yellow fever, 20*1. • 

Heaving, disturhanee of, in cerebro- 
sj)inal fever, 229. 
in (chronic malarial infection, lOi 
in measles, 3Sl. 
in scarlet fever, 413. 
ill small-pox, 311. 
in typhoid fever, 159. 
in typluis fever, 284. 

Heart, changes in, in chronic mala¬ 
rial infection, 101. 
in relapsing fever, 321. 
ill typhoid fever, 162, 
in typho-malarial fever, 117. 
in typhus fever, 290. 
in yellow fever, 209. 
condition of, in cerebro-spinal fe¬ 
ver, 233. 

Hemiplegia in chronic malarial in¬ 
fection, 101. 

Hemorrhage, in pernicious fever, 92. 
in typho-malarial fever, 115. 
from intestines, in typhoid fever, 
151. 

Herpes, in cerebro-spinal fever, 231. 
in influenza, 258. 
in simple continued fever, 33. 

History of bacteria, 16. 


of cerebro-spinal fever, 223. 

of chicken-pox, 371. 

of cow-pox, 300. 

of dengue, 104. 

of german measles, 

of hay fever, 123. 

of hypodermatic medication, 98. 

of influenza 253. 

of iiioculatiou, 364. 

of measles, 379. 

of miliary fever, 374. 

of pernicious fever, S9. 

of relapsing fever, 308. 

of scarlet fever, 404. 

of simple intermittent fever 48. 

I of simple lemittent fever, 76. 

' of small-pox, 332. 
of typhoid fever, 136. 
of typho-malarial fever, 112. 
of typhus fever, 273. 
of vaccination, 365, 
of yellow fever, 195. 

Horse-pox, 301. 

Hydrocephalus, chronic, after cere¬ 
bro-spinal fever, 227. 
after scarlet fever, 412. 

Hygienic treatment, of cerebro-spi¬ 
nal fever, 251. 
of chicken-pox, 372. 
of chronic malarial infection, 102. 
of dengue, lOS. 
of german measles, ‘K).’.. 
of hay feveit 130. 
of influenza, 271. 
of measles, 397. 
of miliary fever, 378.' 
of pernicious fever, 09. 
of relapsing fever, 329. 
of scarlet fever, 438. 
of simple continued fever, 34. 
of simp’e intermittent fever, 75. 
of small-pox, 359. 
of typhoid fever, 190. 
of typho-malarial fever, 121. 
of typhus fever, 304. 
of yellow fever, 221, 

Hypersesthesia, in cercbro-spinal fe¬ 
ver, 231. 

in typhoid fever 159. 
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Hypochondriasis, in chronic malarial 
infection, 101. 

Hypodermatic medication, in cere- 
bro-Bpinal fever, 252. 
in pernicious fever. OS. 
in simple intermittent fever, 59. 
Hysteria, in typhoid fever, 15S. 
Ice-water injections into rectum in 
urinary retention 221. 

Icteric variety of pernicious fever, 
9:t. 

Ileum, lesions of, in typhoid fever. 
I(i2. 

Infarctions, in kidneys, in tyjdioid 
fever, 102. 

in spleen, in relapsing fever, 321 
Intlueii'/a, chart i)f, 257 
clinical history of, 2'")5. 
definition of, 253 
diiTerenlial diagnosis of, 250. 
etiology of, 2.‘j-l. 
history of, 

moihid anatomy of, 259. 
progm)si.s of, 25!>. 
synonyms of, 253. 
treatment of, 25!). 

Inoculation, clinical history of, 301. 
definition of, 304. 
history of, 3()4. 
mortality of, 305 
Iiisomuia in typhus fever, 28,'}. 
Jnstrument for hypodermatic iiijec- 
U(ms, 98. 

Intermittent fever, nturalgiain, 51, 
intestinal canal, lesions of, in me<i- 
sles, 389. 

in miliary fevei, 370. 
in pernicious fever, 90. 
in relapsing fever, ;;2!. 
in simple remittent I'evor, 83. 
ill typlioid fever, hi3. 
in typlio-malariai fever. 117. 
Introductory, 15. 

Inunctions, in measles. :i9S. 
in scarlet fever, 439. 
in small-pox. 359 
Iron cough in measles, 386. 

Jaundice, in bilious remittent fever, 
80. 


in cerebro-spinal fever, 238. 
in pernicious fever, .03. 
in relapsing fever, 318. 
hrematogenous, in yellow fever» 
i303. 

Jenner, vaccination and, 305. 

Joints, affection of, in dengue. 108. 
inflammation of, in cerebro-spinal 
fever, 231. 
in scarlet fever, 413. 

Kidneys, lesions of, incercbro-spinftl 
fever, 234 

in chronic malarial infection, KH. 
in pernicious fever, 92. 
in relapsing fever, 321. 
in scarlet fever, 421. 
in typhoid fever, 102. 
in typho-raalariul fever. 117. 
in typhus fever, 200, 
in yellow fever, 208, 

Koch, experiments of, concerning 
bacteri.^. 2:4 

Konmyss, in treatment of typlioid 
fever,193. 

Laryngitis, in inlluenza, 25s. 
in typhoid fever. 27!}. 

Leeuwenhoek first to observe baelc- 
ria, 10. 

Liver, changes in, in chronic mala¬ 
rial infection, 102. 
in pernicious fever, 03 
in relapsing fever, 321. 
in scarlet fever, 422. 
in simple intermittent f- vi-r. 55. 
in simple remittent fevei ^3 • 
ill typhoid fever, 102. 
in typho-malai'ial fever. 117 
in typhus fever, 290. 
ih yellow fever, 208. 

Lungs, changes in, cerebro-spinal fe¬ 
ver, 233. . 

in german measles, 4tH>. 
in influenza, 258. 
in measles 389. 
in pernicious fever, 93. 
in relapsing fever 321. 
in tyyhoid fever, 162. 
in typhus fever, 290. 
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Lympbatic glands, enlargement of, 
ill dengue, 106. 

Malaria, conditions favorable to tbe 
development of, 42. 
climatic inOueuces in the genesis 
of, 44. 

geographical limits of, ;i7. 
incubation of, 41. 
susceptibility to, 41. 
the laws of, 40. 

Malarial fevers, character ot, 26. 
microscopical appearance of blood 
ill, (>5. 

geographical limits of, 27. 
origin of, 27. 

Maligiifint measles, 282. 

Mania, in cerebro-spinal fever, 2.0. j 
ill scarlet fever, 414, j 

ill binall-pox, 341. i 

in typhoid fever, loS. 
in typhus fever. 2-53. 

Marsou’s statistics of vaccination! 
3Ut>. * 

Martin's statistics of animal vaccin¬ 
ation, 267. 

Massage, in treatment of dengue, lOt). 

^leaslcs, bacteriform elements in, 
22,, HI 
chart of, 2 S- 1 , 
clinii'al history of, 281. 
complications of, 384. ‘ 
delinition of, 2 'M. 
ditrerential diagnosis of, 290. 
dm alien of, 28.^. 
ctiohtgy of, 2S0. 
liistmj of, ,270. 
incubation of, 2 S 0 . 
i rregular types of, 3h2. ^ -* 

morbid analomy of, 2ss. , 
)n*ognosis of, 301. 
sequels of,2S4. 
synonyms of, 379. . 
ticatment of, 201 . 

Meat-pancreas injections in typlioid 
fever, 193. 

Meningitis, as a complication of ty¬ 
phus fever, 280. 

Memory, weakness of, after cerebro¬ 
spinal fever, 233. 


Mesenteric glands, changes In, in 
typhoid fever, 165. 
in typho-malarial fever, 116. 
in simple remittent fever, 83. 
in scarlet fever, 422. 

Meteorism in typhoid fever, 152. 

Miasm, delinition of. 27. 
nature of, 38. 

Miasmatic fevers, definition of, 27. 

Miasmatic-contagious fevers, defiui- 
tion of, 27. 

Micrococcus, description of, 17. 

Miliary fever, chart oi, 377. 

clinical history of, 375. 
definition of, 374. 
differential diagnosis of, 376. 
duration of, 376. 
etiology of, 37.5. 
history of, 374. 
morbid anatomy of, 376. 
prognosis of, 378. 
synonyms of, 274. 
treatment of 378. 

Mild t}phoid fever, 147. 

.5Filk, in etiology of scarlet fever, 
400. 

in etiology of typhoid fever, 142. 
ill treatment of tyjiboid fever, 192. 

Montague, laity, on small-pox inocu¬ 
lation, 264. 

Morbid anatomy, of cerebro-spinal 
fever, 232. 

of chronic malarial infection, 101. 

of german measles, 402. 

of intluenza, 259. 

of measles, 388. 

of pernicious fever, 90. 

of relapsing fever, 320. 

of scarlet fever, 420. 

of simple intermittent fever, 54. 

of simple romiltent fever, 82. 

of small-pox, 347. 

of tjphoid fever, 100. 

of typho-malarial fever, 117. 

of typhus fever, 289. 

of yellow fever, 208. 

Muscles, changes in, in cerebro-spi¬ 
nal fever, 234. 
in typhoid fever, 102. 
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in typlms fever, liOO. 
contraction of, in cerebro-spinal 
fever, 2^0. 

pai;;ily!4i3 of, in typhoid fever, loO. 
in typiiua fever, list. 

Nausea, iji cerebn)-spinal fever, 2Xi. 
in dengue, UH>. 
in j^erman measles, 400. 
in iniiuen/a, li-lH. 
ill measles, /ihS. 
in relapsing fever, :117. 
in scarlet fever, 410. 
ill 8ini]»1e intermittent fever, oi. 
ill simple remittent fever, hU. 
in small-pox, 'MO. 
ill lyphoiil fever, 150, 
in typho-malanal iever, 115. 
in typhus lever, iis-s. 
in yellow fever, lio:’». 

Neck, stitfness oL, in ceiebro-si»inal 
fever, 230. 

Neiualgia^ in chronic malarial iiifec- 
ti(ui, 101. 
in inOuenza. 257. 
in relapsing lever. 31.5. 

Nitrogen, how obtained by bacteria, 
20 . 

Odor of skin, in scarlet fe/er, il-*. 
in simple inlermiUent fever, 54. 
in small-pox, ll.'is. 
in typluis fever, 27s. 
in yellow f<‘ver, 200. 

Oceuiiation, in etiology of typhohl 
fever, 13S. 

in etiology of typhus fever, 274. 
CKdema, of glottis, iu scarlet fever, 
412. 

piilmonjiry, in typhoid fever, 1G2. 
Oieliitis, in Binall-pox, 340. 

Oiigiii, of bacteria, 20. 

ol new diseases in the world, 21. 
Overcrowding, in etiology of relaps¬ 
ing fever, 30'* 

in etiology of typhus fever, 274. 
Ozone, action of, upon bacteria, 20. 
Pain, in cerebro-spinal fever, 231. 
in chronic malarial infection, 101. 
in dengue, 108. 
in influenza. 250, 


in relapsing fever, 315. 
in simple intermittent fever, 54. 
in simple remittent fever, 77. 
in small-pox, 341. 
in typhoid fever, 158. 
in typho-malarial fever, 115. 
ill typhus fever, 283. 
abdominal, in tyjihoid fever, 151, 
Paralysis, after cerebro-spinal fever, 

46^1'• 

after relapsing fever, 317. 
in cerebro-spinal fever, 220. 
in typhoid fever, 150. 
in typhus fever, 284. 

Parasitic theory of disease, 21. 
Parotitis, iu cerebro-spinal fever, 
233 

in influenza, 25S. 
in tjphoid fever, 150. 

P.irticle, definition of, 21. 

Pasteur, on attenuation of virusis 

Patient, attitude of, in cerebro-spinal 
fever, 2;X). 

Pea-soup discharges, in typhoid le¬ 
ver, 1 i4. 

Perforation, intestinal, iu typhoid 
fever, 151. 

Pernicious fever, cliait of, 04. 
clinical histoi.N of, 00. 
definition of, 80 . 
dilfereiitial diagnosis of, OJr. 
etiology of, 00, 
history of, 80. 

hypodeimatic modication in. os. 
morbid anatomy of, 00. 
prognosis of, 07. ' 

synonyms of 80. 
treatment of, 07. 
varieties of, 90. 

Petechia), in cei’ebro-spinal fe^eI^ 
231. 

in scarlet fever, 421. 
in typhus fever, 288. 

Pliysiognomy, in pernicious tever^ 

01 . 

in small-pox, 345. 
in typhoid fever, 157. 
in yellow fever, 203. 
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PiamaLer, condition of, in cerebro- 
>pinal fever, 2St. 

Place of bacteria in vegetable series^ 
Ki. 

Plax sciudeus, description of, 112, 
40o. 

in scarlet fever, 40o. 

Pleurisy, in oerebro-spinal fever, 
Pneumonia, as a conipUcatioii of in- 
iluenza, 258. 

* in cerebro-spLnal fever, L W. 
in measles, 

in relapsing fever, 321. 
in typhoid fever, K>2. 
in typhus fe\er, 28S. 

Pollen, in etiology of hay fever, 124. 
Pregnancy, in typhoid fever, 171. 
Prevoiitiou of pitting in small-pox, 
3.“,9. 

Projectile vomiting, in scarlet fevc'r. 
40S. 

ill yellow fever, 302. 

Prognosis, m cerebrospinal lV>'ei‘. 
2;i7, 

in cluckfii-pox, 37‘i. 
inohionie malarial infection. I(i2. 
ill diMigue, los. 
in gernian measles, 403. 
in measles 391. 
in miliary fever, 37.S, 
in pernicious fever. 97. 
in ltdapsing fever, 321. 
in scarlet lever, 424. 
in sini|)lo continued fever, 34. 
in .simple intermittent fever, 50 . 
in simple remittent fever, 84. 
in sman-iiox,350. 
in typhoid fever, 109. , 

ill typlio-inularial fever, 119. 
in typhus fever, 292. • 

in varioloid, 8Y0. 
in yellow fever. 211. 

Proiihylaxls, in cerebro-spinal fever, 
239. 

in chicken-pox, .372. 

in chronic malarial infection, 102. 

in dengue, 108. 

in german measles, 403. 

in hay fever, 1.30. 


in influenza, 2'>0. 
in measles, 391. 
in miliary fever, 378. 
in pernicious fever, 87. ^ 

in relapsing fever. 324. 
in scarlet fever, 425. 
in simple continued fever, 34. 
in simple intermittent fever, 58. 

'll simple remittent fever, tw. 
in small-pox, B.'SO. 
in typlioid fever, 172. 
in typho-malarial lover, 119. 
in typhus fever, 293. 
in varioloid, 370. 
in yellow fever, 211. 
hil.se, in cerebro-spinal fever, 2:12. 
ill chronic malarial infection, 101. 
in dengue, 1(J5. 

Ill inllneiiiia, 2.70. 
in measles, 387. 
in milUiiy fever, 37.">. 

j in pernicious fewr, 95. 

] in relapsing fever, .318. 
in scarlet fever, 4I(». 
in simple continneii fever, 31. 
in simple intermitlent fever, .74. 
ill simple remittent fever, kl 
in sum 11-pox, 343. 
in typhoid fever, loO. 
in typho-malarial fever. 117. 
in typhus fever, 2S7. 
in yellow fever, 20(). 

Ihiiich. whisky or brandy, formula 
for, 300. 

Pupil, condition of, in cerebro-spinal 
fever, 229. 

Putrifaction, role of bacteria in, 20. 

Quarantine, in small-pox, .351. 

In relapsing fever, 324. 
in typhus fever, 29:4. 
in yellow fever, 212. 

Race, influence of, in hay fever, 124. 
in yellow fever, 198. 

Recrudescences of fever, in typhoid 
fever, 140. 

Relapses, in dengue, 105. 
in miliary fever, 375. 
in relapsing fever, 279. 
in typhoid fever, loO. 
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in typlio-raalarial fever, 115. 
in typhus fever, 272. 

Relapsing fever, bacteria in, 310. 
chart of, 316. 

<‘linical history of, 312. 
complications of, 315. 
delinition of, 307. 
dilTereiitlal diagnosis of, 322. 
etiology of, l-OO. 
history of, 308. 
morbid anatomy of, 320. 
prognosis of, 321. 
treatment of,324. 

Renal coiupliciitions, in relapsing fe¬ 
ver, ;t20. 

in MCiuiet fever, 419. 
in small-pox, .341. 
in yellow lever, 205. 

Rcmedie.s used liypodermntically, o.s. 

J leproductioii of bacteria, 20. 

Respiration of bacteria, 20. 

Respiratory system, condition of, in 
ccrebro-spinal fever, 2;52. 
in typhoid fever, 15G. 

UetUiitis, in relajjaing fever, 315. 

Ue-vaccination, 3»ri7. 

Jiolo of ba(deria in causation of dis¬ 
ease, 22. 

Salivary glands, changes in, in ty¬ 
phoid fcAcr, KkI. 

Scarlet fever, chart of, 415. 
bacLeiia in blood of, 421. 
bacteria in urine of, 419. 
clinical Iiistoiy of, 407. 
complications and sequels of, 411. 
ilcOnition of, 404. 
dillevential iliagnosis of, 422. 
duration of, 109. 
etiology (d‘, 105. 
history of, 404. 
incubation of, 406. 
in the lower animals, 40i‘. 
morbid anatomy of, 420. 
plax scindens in etiology of, 405. 
prognosis of, 424. 
synonyms of, 404. 
treatment of, 425. 

Schizomycetes, in c^rebro-spinal fe¬ 
ver. 22,234, 


Season of year as predisposing iudu- 
enco in cerebro-spinal fever, 224. 
in hay fever, 124. 
in typhoid fever, 137. 
in typhus fever, 274. 
in yellow fever, 198. 

Secondary fever, in relapsing fever, 
314. 

in small-pox, 338. 

Sewer-gas, as a cause of typho-mala- 
rial fever, 112. 

Simple continued fever, chart of, 32. 
clinical history of, 29. 
delitiition of, 29. 
diagnosis of, 33. 
duration of, 30. 
etiology of, 29. 
prognosis of, 34. 
synonyms of, 29. 
treatment of, 34. 
varieties of, 30. 

Simple intermittent fever, chart of, 

clinical history of, 49. 
bacillus malariai in, 49. 
delinition of, 48,. 
ditl’ereiitial diagnosis of, 55. 
etiology of, 49. 
history of, 48. 
morbid anatomy of, 54. • 
prognosis of, 56. 
synonyms of, 48. 
treatment of, 57. 

Simple remittent fever, chart of, 81. 
clinical history of, 77. 
bacillus malariaj in, 77. 
delinition of, 76. 
didgreiitial diagnosis of, 83. 
duration of, 85. 
etiology of, 76. 
historical notice of, 70. 
raoibid anatomy of, 82. 
prognosis of, 84. 
syaionyms of, 76, 
treatment of, 86. 

'Ikin, appearance of, in cerebro-spi¬ 
nal fever, 231. 
in chicken-pox, 371. 
in chronic malarial infection, 101. 






